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$0 WORK OUT a ten-year program of national 
4 health goals was the purpose of Oscar R. 
bwing, federal security administrator, in call- 
ing the National Health Assembly which met 

ii Washington, D. C., May 1 to 4. Such a 

Program was requested by President Truman. 
Mr. Ewing stated his job more exactly “to 

Hee what we have, to determine what we 

“Ieed—the difference between the two to show 
( us our health deficits, and to devise feasible 
methods of meeting these deficits.” 

Meetings were organized as general sessions 
and section meetings, concluding with a 
luncheon in observance of the 150th Anni- 
versary of the United States Public Health 
Service. Over 800 people took part repre- 
senting the public health and medical pro- 
fessions and the consumers of health services. 
Some thirty-five nurses were official delegates 
and other nurses attended as observers. Nurs- 
ing was not represented as such by a section, 
nursing leaders beforehand having expressed 
their preference for membership in the indi- 
vidual sections. 

Mr. Ewing’s report is expected to reach 
the President early in June, and the reports 
and recommendations of the sections will be 
made available to the public as soon as 
possible. In the meantime a few of the facts 
and general areas of agreement reached which 
are of especial interest to public health nurses 
are touched upon briefly. 

“Who is to do it” was as difficult a question 
to answer as “what to do” and “how to do it 
better.” Lack of qualified personnel was 
perhaps the greatest single “deficit” noted in 
all the section discussions, and, of course, 
lack of funds for training and for salaries. 
The short supply of nurses became a refrain, 
heard in the sections on professional personnel, 
hospital facilities, local health units, medical 
#§ care, rural health, chronic disease, mental 

health, and others. A subcommittee on nurs- 
ing of the professional personnel section 
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The National Health Assembly 


recommended that nurses need education fit- 
ting them to render service in any health 
program and that such education should be 
the responsibility of educational institutions. 
Both nursing education and nursing service 
should be soundly financed. Financial aid 
for qualified schools should be secured from 
both public and private sources, as well as 
scholarships for students and fellowships for 
teacher and research worker training. It was 
further recommended that the 1950 census 
secure information differentiating between 
graduate nurses, students, and practical nurses 
and attendants, and that biannual registration 
be required in each state to obtain up-to-date 
information about the nurse supply. The 
most pressing problems facing the nursing 
profession were stated to be (1) improving 
employment practices and (2) interpreting 
to the public the increased demand for nursing 
services. 

Research was another common deficit 
mentioned time and again in all the sections. 
More and yet more facts are needed in every 
field of activity. Good research men and more 
fluid money, the Research Section said, are 
needed to augment and to prevent a slow- 
down in the rate of the production of medical 
knowledge. The frequent importance of the 
nurse as a member of the research team was 
freely recognized, as well as the need for re- 
search in problems of nursing service and 
the education, distribution, and more effective 
use of nursing personnel. 

Money! One gained the impression that 
in the future the tax-payer will be called upon 
to carry a larger share of the expense. In a 
moving extemporaneous appeal for everyone 
to go home and put Assembly proposals into 
action, Dr. Louis I. Dublin said, “We can 
afford to do these things. We cannot afford 
not to do them. Money spent for health is 
a wise expenditure, an economy. It is silly 
to spend a penny and lose thousands of 
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dollars. Public health is the most economical 
activity of our life.” 

Coordination! Cooperation! Almost all 
sections had something to say about the 
present need to be less fragmentary in our 
programs, more willing to unify existing ac- 
tivities in our communities, to work together 
with other groups in planning for the future. 

The most controversial issue of the con- 
ference, as was expected, was that of the 
Nation’s need for medical care, how it is to 
be provided, and who is to pay for it. Agree- 
ment was reached on the principle of con- 
tributory health insurance for the large ma- 
jority of the American people, and on the 
value of voluntary prepayment group health 
plans as the best available means at this time 
of bringing about improved distribution of 
medical care, especially in rural areas. It 
was further agreed that the people have the 
right to establish voluntary insurance plans on 
a cooperative basis and any legal restrictions 
to such plans, now existing in a number of 
the states should be removed. The section did 
not report as to whether prepayment should 
be effectuated through voluntary plans or 
through a national compulsory health in- 
surance plan. All agreed that a medical care 
program by itself will not solve the health 
problems of the Nation! 

The Hospital Facilities Section asked for an 
extension of the program under the Hospital Survey 
and Construction Act, substantially as planned, 
with a closer relationship between hospitals and 
health departments, and between hospitals under 
the Act and the Veterans Administration hospital 
program. (See Graham L. Davis, page 311, this 
issue.) 

The Section on Local Public Health Units claimed 
that complete coverage of the nation with full-time 
local health units is fundamental to the functioning 
of all health programs. It asked for an immediate 
doubling of the personnel now in public health. 
Alma Haupt discussed ways in which the public 
health nurse fits into the local health unit, pointing 
out that the health unit brings public health nurs- 
ing to the people, public health nursing is a strategic 
instrument for promoting public health units. (On 
page 304, Dr. Haven Emerson reports progress in 
the states in relation to public health units.) 

The Section on Environmental Sanitation pointed 
out the need to make people more aware of the 
importance of external factors in relation to public 
health. It called for better housing conditions and 
community housekeeping, for a better working 
environment in industry. 


Several sections considered the special health 
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problems of special groups. The Section on Materngl 
and Child Health pointed out that too many chil. 
dren live in families of low income, 4 out of 5 
where the income is less than $3,000 a year. They 
stressed the need for more medical care for secondary 
school children. They urged more research jp 
matters relating to child life, especially normal child 
life, and bringing the newer knowledge to those on 
the job of caring for mothers and children and to 
parents. They urged a census be made of handj- 
capped children and more service be given this 
group. 

The Section on Chronic Disease and the Aging 
Process emphasized that chronic disease is not re- 
lated to any age group and is a complex of inter- 
rated problems which require simultaneous solution, 
They recommended that a National Commission be 
set up to deal with the many factors of the complex 
and that the states and the Public Health Service 
establish chronic disease units. Ruth Hubbard re. 
ported .for the subcommittee on noninstitutional 
care that home medical care is the core of the 
program for the chronically ill and aged. 

Rehabilitation was broadly conceived as necessary 
to both physically and mentally handicapped, not 
to be confined solely to the restoration of persons 
to employment, but extended to all who need it in 
order to achieve a more useful and purposeful life. 
The public, said the section, needs to know what is 
being done and what should be done in the field 
of rehabilitation. The idea of isolated and fragmen- 
tary activity on behalf of the physically handicapped 
should be developed into a dynamic concept of inte- 
grated and continuous service. 

Dental diseases afflict more than 90 percent of the 
people, stated the Dental Section. The most logical 
and effective means of ultimately bringing better 
dental health to the American people is adequate 
dental service for children. 

Experts in nutrition and mental hygiene are 
needed in every program, said these section groups. 
The Nutrition Section asked that we start nutrition 
work with expectant mothers at the very start of 
pregnancy and follow through life. They recom- 
mended setting up a National Nutrition Council to 
promote nutrition education and research. 

The Mental Health Section pointed out that our 
deficit in this area is tremendous—30 to 60 percent 
of all patients consulting doctors have emotional 
disorders that lead to physical disease; 62 percent 
of patients in Veterans’ hospitals are psychiatric. 
Barely 1 percent of nurses have psychiatric training, 
and they must care for half of all patients in hospitals. 
Yet with all the need for beds, doctors, and nurses, 
prevention is the only answer to the tremendous 
mental health problem and this calls for the coopera- 
tion of every agency in the community—schools, 
church, law, management. The strategic value of the 
public health nurse as an observer of early symptoms 
and case finder was emphasized by Dr. Paul V. 

(Continued on page 298) 
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Nursing for Health in Tomorrow's Family 


By RUTH WEAVER HUBBARD, RN. 


niversary in the life of the organization 

at whose request we meet today. The 
Society has completed one hundred years of 
community service, study, exploration, dis- 
covery of new frontiers, solving of urgent 
problems, and has during that time come to 
stand as a lighthouse, not only to its families 
and staff, but to thousands of us in this and 
other countries, guiding our progress to bet- 
ter family life. 

The aim of the founders to achieve whole- 
some, happy, healthful living for a group here 
in New York has influenced markedly families 
and workers far beyond this area. The 
Society has accepted this added responsi- 
bility and has consistently shared its discov- 
erties, its proven experience, its tested methods, 
generously. Even now, as it marks its cen- 
tennial by a series of symposia in the fields 
of its activity, it is using these occasions as 
means for self-examination, stock taking, 
and planning for the future in a broad com- 
munity fashion, which enables others to join 
in the experience and to benefit thereby. 

It is a truly great privilege for me to share 
in this celebration. The profession of which 
I am a member was not in existence as a 
profession a century ago. The organizations 
which I serve were not contemplated, although 
some of the services they now render were 
offered informally and in a spirit we endeavor 
to preserve. It is good to discover that the 
earliest professional efforts in community 
nursing here in New York were welcomed by 
the Society and promptly incorporated into 
its program. 

Doubtless all of you are familiar with the 
story of outstanding achievement of the Com- 
munity Service Society and its progenitors. 
My assignment does not call for a backward 


[ YEAR marks a distinguished an- 





Miss Hubbard is director of the Visiting Nursing 
Society of Philadelphia and president of the National 
Organization for Public Health Nursing. 


look. On the contrary, you have asked me to 
speak about tomorrow—tomorrow’s family 
and the contribution of the nursing profession 
to that family’s health. To do this I find that 
I have asked six questions. These questions 
and my attempts to answer them constitute 
my participation in this conference. 

Looking at today’s family, can we foresee 
the family of tomorrow? 

Can we anticipate its needs—in particular 
in health? 

What may tomorrow’s nurse be like? 

How will she work with families for their 
health? 

With whom will she work in behalf of 
these families? 

Is this pattern of service a design for all, 
or for some—and how can its values be 
secured in our American society? 

Prophecy may be an exciting exercise. It 
is certainly a challenging and dangerous one 
on the threshold of which I hesitate. Instead, 
I would like to base my idea of the future 
upon what now surrounds us in America. The 
pictures I shall suggest are one person’s 
concept only and are presented as such. They 
grow out of living and working as a nurse 
of today. 


OMORROW’S FAMILY—in the midst of the 

confusions and anxieties of today can we 
venture to describe the family of tomorrow? 
Not altogether accurately or clearly perhaps, 
but the experience of living in two generations 
leads me to suggest certain characteristics 
which, if true, will influence the opportunity 
and the service of tomorrow’s nurse. To- 
morrow’s family (in this country) may be 
smaller than yesterday’s, may live more 
frequently in population centers, less often 
own its own home, will certainly do less basic 
preparation of its food while at the same 
time enjoying wider variety than its grand- 
parents. The manual labor of homemaking 
will involve less strength and time of parents 
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and children alike, but the decrease in the 
tasks in common for general family living 
may lessen some accepted strengths of family 
life. 

The family will have more formal edu- 
cation and in some instances a wider range of 
adult educational opportunity. It appears 
that three-generation families under one roof 
may reoccur without the more spacious living 
of the traditional farmhouse. Land, its 
ownership, cultivation, and healing qualities 
may less often be the family goal. A greater 
proportion of family members will move about 
the country and the world than formerly, 
and those who remain at home will be brought 
in touch with the world by radio constantly. 
The impact upon family life of outside in- 
fluences, some good, some not good, cannot 
but be greater and the resulting family aware- 
ness of the world will call for constant stabi- 
lizing effort through discriminating evaluation 
and judgment. 

The family’s new freedom to move about 
will bring also a corresponding sense of re- 
sponsibility for the welfare of peoples no 
longer totally strange or remote. It may be 
less easy to develop enduring purposefulness 
and serenity. Certainly organized society 
has made great progress in creating com- 
munity resources to foster family well-being, 
while the worker (in every field) has won 
greater freedom for himself in shorter working 
hours and larger pay envelopes. 

Perhaps no generation can achieve finer 
family planning than did the Norwegian 
family in San Francisco in the first decade of 
the 20th Century, so well known to us in 
I Remember Mama, but perhaps a larger 
proportion of tomorrow’s families will reach 
it. If so, as Mama said, “Is good.” 

Those families of tomorrow who are al- 
ready laying their foundations give us great 
courage and often inspiration. Interrupted, 
as many of them were by a world war, they 
are purposeful, adaptable, resourceful, ready 
for fun, but intent on reaching an established 
objective in the family and abroad. They 
show attributes of a pioneer spirit and they 
are not readily fooled. Those who seek to 
be of service to them must, to use the slang, 
“be good.” They think, they work, and they 
are not easily discouraged. But subject as 
they are to the influences of a world that 
flounders and a society that is uncertain, they, 


too, will need help often and of many kinds, 
May the community services of tomorrow 
be ready. No longer will agencies through 
their staffs do things ¢o people.  Setvices 
may be rendered for people, but problems 
will be solved with people and cooperative 
effort in its truest sense will emerge, not 
easily or smoothly, but, I believe, surely. 

This family of tomorrow—some of whose 
characteristics I have ventured to suggest— 
will certainly have health needs. Environ- 
mental sanitation and disease control have 
altered the kind in two generations. Yet 
experience teaches that vigilance alone in- 
sures safety. Unused knowledge or ignorance 
in the presence of knowledge is no safeguard, 
The acute illnesses of childhood have di- 
minished, child bearing and rearing have 
become less hazardous, yet other unsolved 
problems press forward in the prevention and 
control of illness. Can we, then, hope to 
direct a successful campaign toward health- 
ful living with illness still so common a lot 
of mankind? ; 

The answer is certainly yes, for the family 
outlook toward illness and health is changing. 
There is a new challenging attitude that does 
not accept illness as inevitable nor handicap 
as insurmountable. The family of tomorrow 


is going to want to enjoy good health and) 


use to the full its several individual resources. 
These resources, physical, emotional, intel- 
lectual, economic, may not be perfect, but 
the family of tomorrow will not hide its 
talents in a napkin for safekeeping. It wil 
need to know how to nourish healthy bodies, 
as.well as to bear them, how to budget income, 
as well as to earn it, how to adjust to the 
restrictions of long-term illness smoothly, 
as well as to meet the emergency of accident 
and acute illness. Learning to understand 
and use the strengths of family life while 
not giving way to its strains may not come 
easily, but now the community offers tested 
help in mental hygiene. 


eS NURSE—Ccan we see her clearly? 
Nursing as a profession is about seventy- 
five years old in this country. It has er 


perienced in this period the natural struggles) 


of an evolving group and has emerged with: 
recognized body of knowledge; a period o 
formal preparation which involves the mastery 
of specific scientific knowledge and _skilk 
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through clinical experience; a widening range 
of acceptable opportunities for service; and 
has been embraced by a rapidly growing 
goup of women (and some men) as a way 
af life. 

Furthermore nursing has developed a 
quality which to me has great meaning. It 
is the welcome which her patients and her 
coworkers have afforded to this new profes- 
sional worker. I do not minimize the im- 

ce of the other characteristics of a 
profession, but I believe that our greatest 
justification for further effort toward use- 
fulness lies in the fact that the pioneers 
proved themselves helpful in a manner readily 
accepted by the American family, physician, 
health officer, social worker, and community 
worker, 

In the century we are celebrating the whole 
concept of the contribution of a nurse has 
changed. In the beginning she was principally 
occupied with alleviating the difficulties of 
illness and seldom employed in preventing the 
occurrence of illness. But medicine’s breath- 
taking advance in disease prevention during 
the last fifty years enables all workers in the 
field of health and welfare to set new (and 
we believe) attainable goals in national health. 

Your own Society, out of its earlier ex- 
perience, seized quickly upon the new vision 
and has made signal contribution to its ad- 
vance, The change so welcome, as yet so 
far from realization, has developed the nurse 
of today whose interest, preparation, skills, 
enable her to accept these responsibilities 
and to function accordingly. Tomorrow’s 
nurse will continue to be concerned with the 
care of those already ill. But she, like the 


nurse of today, will have as great, if not, 


greater concern for the maintenance and 
promotion of health in her families. This 
health is not merely absence from disease, 
but is a far more positive state of well-being 
which frees the individual to expend all his 
gifts, interests, strength on the fullest possible 
attainment of his personal contribution to the 
society in which he lives, and his receipt in 
turn of satisfactions therefrom. Tomorrow’s 
nurse may more nearly see the realization 
of this concept. 

A group of younger nurses, who have re- 
cently assisted in the study of nursing schools 
now in progress, have described the nurse in 
a manner helpful to consider at this point: 


It is the opinion of this group that in the latter 
half of the Twentieth Century, the professional 
nurse will be one who recognizes and understands 
fundamental needs of a person, sick or well, and 
who knows how these needs can best be met. She 
will possess a body of scientific nursing knowledge 
which is based upon and keeps pace with general 
scientific advancement, and she will be able to apply 
this knowledge in meeting the nursing needs of a 
person and community. She must possess that kind 
of discriminative judgment which will enable her 
to recognize those activities which fall within the 
area of professional nursing and those activities which 
have been identified within the fields of other pro- 
fessional or nonprofessional groups. 

She must be able to exert leadership in at least 
four different ways: (1) in making her unique 
contribution to the preventive and remedial aspects 
of illness; (2) in improving those nursing skills 
already in existence and developing new nursing 
skills; (3) in teaching and supervising other nurses 
and auxiliary workers; (4) in cooperating with 
other professions in plannirg for positive health 
on community, state, national, and international 
levels.* . 


OW CAN THIS nurse of tomorrow work 

with her families? First, I must tell 
you where I think she will work. Nurses have 
penetrated into almost all the places where 
people live and work, and I believe this 
penetration will be completed. But I think 
she will render her major service for health 
to families in their homes, for it is in the 
home that the family lives and that the life 
of the family takes its form. 

The person who hopes to help a family 
to healthful living must be familiar with and 
understanding of the family individually and 
collectively. She must be able to meet each 
family on their own ground and respond to 
the needs they can express as well as those 
they exhibit. The nurse (and I am speaking 
here of the community nurse) who is a 
frequent visitor to the home, and who in con- 
sequence sees the family in crises and in calm, 
has the richest opportunity to observe the 
family’s way of life. If she is a skilled and 
understanding observer, she can make wise 
use of these observations in her own service 
to the family and in her relationship to others 
active or needed in assistance for the family. 
As a countryman learns to evaluate the 
weather signs in his neighborhood by living 





* Workshop group for the School Study. Nursing 
in the second half of the 20th Century. (Prepared 
for Dr. Esther Lucile Brown) New York, National 
Nursing Council, 1947, p. 2. 
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there for more than a holiday, so the nurse 
who comes repeatedly into the family home 
learns to judge what she finds by relating 
it to a succession of earlier visits. 

How?—you ask. And that is the real 
question. Seven ways suggest themselves: 
the skill of the nurse in discovering the 
family’s own sense of need for help in health; 
her ability to recognize and accept their 
readiness as it presents itself (and this may 
not always be what she feels to be of first 
importance); basic knowledge so much a 
part of her that she can adapt it freely to 
each individual family; ingenuity, skill, and 
patience in timing advice and suggestion; 
adequate knowledge of available health and 
medical resources and the way they can be 
used; a fundamental appreciation of her 
professional function as one member of a 
team which enables her to work with and 
through the other healing arts professions in 
behalf of her family; and a freedom from 
judgment, coupled with perseverance, that 
insures her willingness to try again. I have 
covered all but the sense of humor, have I 
not? It is certainly indicated and will be 
there. 

I am not deliberately sidestepping a recital 
of methods. Instead I have tried to indicate 
an individual concept of families of tomorrow 
and the nurse who may work with them. Her 
method will vary with each family, although 
her goal will not change. A number of years 
ago the public health nurse was honored by 
being called the enabling clause of public 
health legislation. If she is truly an enabling 
clause, she is definitely two things. She is 
always a part of a larger group working for 
the same ends and she is able to adapt the 
form of her service to the particular family 
in question. As a member of the health team 
she has the unique function of interpreting 
its message to her family so that they can 
use it while she helps them to marshal their 
resources (physical, emotional, mental, social, 
economic) as well as those of the community 
in behalf of the problem to be solved, taking 
the time to develop the confidence which is 
based on proven service and assisting in the 
development of the family’s self-dependence. 

This leads me to the fifth question—With 
whom does the nurse work in behalf of her 
families? I have suggested earlier that I 
see her as a member of a team. This concept 


is decidedly an emerging one in our cen 
and is to be developed by a later speaker, 
But lest it appear that the nurse of tomorrow 
is attempting to spread herself too br 
and to be all things to all people, let me 
emphasize here my belief that she is but one 
member of a growing group in our society 
which works in behalf of family health. The 
family, the physician always, the social 
worker, the school teacher, and the minister 
often, are recognized members of this team, 
Others are called in consultation and as our 
knowledge increases still more members may 
appear. To work together, to advance gen- 
eral community health and welfare, is our 
accepted American procedure. To do so in 
behalf of individual families is a growing 
concept and one on which rests to a large 
extent, I believe, our hope for successful 
outcome. 

The rapid advance along the frontiers of 
knowledge in the field of community health 
and welfare has resulted in needed extensive 
specialization. But the well-being of the 
individual patient and his family in diagnosis, 
treatment, and the maintenance of health 
depends upon the establishment of continuous, 
integrated assistance and guidance. This is 
best assured by teamwork in the finest mean- 
ing of the word. The point is already ac- 
cepted in practice. It flourishes, where it 
is appreciated, even with limited staffs and 
crowded schedules as one of the best time 
savers and assurances of successful work. 


INALLY, THE SIXTH question—is nursing 

for health in the family a pattern for all, 
and if so how can it be secured for the Ameri- 
can family? This organization has developed 
an outstanding example of the very service 
we have been discussing. It has done so care- 
fully, painstakingly, with great vision. To 
determine sound procedure and to insure 4 
fair trial, it has used the freedom of a volun- 
tary agency to set its experiment and to carry 
it out scientifically in a controlled situation. 
The results speak for themselves in the report 
of your hundred years war on _ poverty, 
disease, as well as environmental health and 
social hazards. Can the American families 
of tomorrow from the Atlantic to the Pacific, 
from the Great Lakes to the Gulf, anticipate 
a similar service? This is, perhaps, the ulti- 
mate test. It involves such queries as—Can 
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all families use such a service profitably? 
Do other problems call more imperatively for 
solution? Can all communities support the 
workers? Can nursing education prepare 
the nurses? Can schools of nursing secure 
the quality and number of potential workers 
needed? These questions are not easily 
answered even in a country of resources like 
the United States. 

In the present period of postwar self-ex- 
amination we are confronted by an ever 
mounting list of urgent situations calling for 
their solution upon united community action. 
Yet as never before in the world’s history 
mankind is conscious of the importance of the 
individual well-being of each person to the 
well-being of society. During the life of the 
Community Service Society four major wars 
have shaken the country; no less than five 
economic depressions have paralyzed human 
courage and -energies. In the same period 
medical sciences have made _ breathtaking 
strides and in this present century alone the 
expected span of life has increased fifteen 
years. This agency has made the vision of a 
healthy, full life a reality for a small number 
of families who are surrounded in the land by 
millions of families for whom the goal is only 
adream. The discovery of a way, the chart- 
ing of a course, are gifts of rare price. The 
extension of the benefits to all our country- 
men, to all the world in fact, is the challenge 
before us now. 

Until recently a large measure of the nurs- 
ing practice in this country has been directed 
toward the care and recovery of the sick. 
Only within the last quarter century has any 
sizeable number of nurses practiced principal- 
ly for the promotion of health and the pre- 
vention of disease. The majority of families 
still seek health assistance from physician, 
dentist, nurse, on the basis of its recognized 
absence. Dr. Winslow reminds us that “the 
disease of poverty affects a proportion not 
far from one-third of our population.”* 

Dr. Dublin points out** that “careful fore- 





*C.-E. A. Winslow. Poverty and disease. Ameri- 
can Journal of Public Health. v. 38, p. 173-184, 
January 1948. 


** Louis I. Dublin, Problems of an aging popula- 
Setting the stage. American Journal of Public 
February 1947. 


tion: 
Health, v. 37, p. 152-162. 
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casts indicate that by 1960 almost one third 
of our population will be 45 years of age and 
over. .. ” and that some “70 percent of our 
invalids, that is persons permanently disabled, 
are at ages 45 or higher. The pattern of 
disease incidence, like mortality, has shifted 
to feature the conditions of the older ages. 
Thus, in the country-wide Metropolitan nurs- 
ing experience for policyholders in 1925 
nearly 50 percent of the cases were nursed for 
the acute and communicable conditions, most 
of which occur in early life, and only about 
5 percent were for the chronic diseases, con- 
ditions typical of old age; in 1945, on the 
other hand, the two figures were 14 percent 
and 28 percent respectively. A complete 
reversal in emphasis has taken place.” 

While no accurate figures on the proportion 
of persons ill at home who require nursing care 
are available, Dr. Dublin makes the sug- 
gestion that one nurse to every 5,000 popula- 
tion, or 28,000 are needed for this service. 
Dr. Parran has said that 60,000 public health 
nurses are needed immediately for all public 
health nursing services in the country as a 
whole. 

These observations, coupled with an ex- 
tensive experience in a voluntary public health 
nursing association whose service is based on 
bedside care, lead to a middle of the road 
position. The public health nurse of to- 
morrow has a distinct nursing contribution 
to make to the health of tomorrow’s family. 
In tomorrow’s family she may make this 
best if her services include the care of the sick. 


H™= I COME to the heart of the message I 
would leave with you. The family of 
tomorrow that I have attempted to envision 
will have goals in health which we, as mem- 
bers of the health team, can help them to 
achieve. I have ventured to suggest that they 
are already making such demands of us and 
are using the help the team, functioning im- 
perfectly as yet, now offers, Tomorrow they 
will make even better use of us if we are 
ready. 

The nurse today and tomorrow who nurses 
for health in a family nurses sickness also. 
Almost every family has at some points a 
sickness situation which it must meet. The 
nurse who is concerned with the well-being 
of her family is present at such times. One 
of her great strengths is the continuity of her 
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service. In sickness and in health her service 
is valued. In many families today—and to- 
morrow—health and sickness occur simul- 
taneously. The pattern may be successive 
or concurrent. The nurse who lives up to 
the highest aspect of her calling functions 
helpfully in both, and in my belief more 
effectively if she is free to do just that. All 
our trend toward generalization in individual 
service and unification in the organized public 
health services leads me to this answer. 

If society can equip the nurse and release 
her to render health and curative services 
alike to her families, she will most truly “nurse 
for health.” Life does not divide us as in- 
dividuals or families into water-tight compart- 
ments of sickness and health. Each of us 
and every family experiences both. To nurse 
in sickness is to nurse a patient with a disease. 
To nurse for family health is to nurse a 
family for its health. These are not arbitrary, 
stereotyped services, but, as is well appreci- 
ated, highly individualized adaptations of 
established knowledges and skills. 

Twenty-five years ago in a tiny Scottish 
seaside town a distinguished cardiologist un- 


The National Health Assembly 


(Continued from page 292) 


Lemkau. (See also Dr. Lemkau’s article, page 299.) 

The chairman of the Rural Health Section in his 
opening remarks stated that farm people are no 
longer satisfied with being treated as country cousins 
in health and other matters. They want compre- 
hensive medical care, health education, and pre- 
ventive medicine adapted to the needs of rural 
people and available to all. Attempts to achieve 
this goal, the Section said, should be made first by 
the people of local communities and councils. Only 
after they have done everything possible by them- 
selves should they ask for state and federal equaliza- 
tion funds. 

How to stimulate local awareness of unmet health 
needs and methods of bringing action to bear upon 
these needs, through professional and lay team- 
work, was the purpose of discussion in the Section 
on State and Community Planning. Planning for 
health was recognized by the section as a part of all 
planning for social and economic well-being. The 
furtherance of health, it said, is dependent upon the 
interest, aggressive support, and participation of the 
whole community—professional and lay individuals 
and groups. The health council, its pattern de- 
veloped in accordance with rural or urban needs and 


wittingly gave me this ideal. Because it had 
become his goal in medicine, he had withdrawn 
from a great London practice to live with, 
study, observe, and practice among a small 
group of people. In this way only, he said, 
could he come to know his patients intimately 
enough to foster their health, to anticipate the 
course of disease in them, to control and mini- 
mize its effects, and to advise them wisely in 
living their own lives in health and illness. Ina 
generation of such service Sir James Macken- 
zie gave invaluable assistance to his patients, 
to research, and to practicing physicians 
throughout the world. 

If society can provide for tomorrow the 
public health nursing service we have en- 
deavored to suggest here, in quantity sufficient 
to secure continuous as well as skillful under- 
standing nurse and family relationship, then 
I truly believe the pattern of service the 
Community Service Society has developed 
can be woven creatively into the design of our 
American family health. 





Presented at the 100th anniversary program of 
The Community Service Society, New York, March 
18, 1948. 


truly representative of the whole community, is rec- 
ognized as an effective machinery for coordination 
of efforts. 

In conclusion, no account of the National 
Health Assembly*is complete without men- 
tion of perhaps its most amazing aspect— 
the democratic functioning. For almost the 
first time the general public participated on 
an equal basis with men of science, each 
learning from the other. The great organ- 
izations representing the consumers of medi- 
cal services were there—Cooperative League 
of America, National Grange, General Federa- 
tion of Women’s Clubs, AFL and CIO, as 
well as the American Medical Association, 
Association of State and Territorial Health 
Officers, American Hospital Association, the 
schools of medicine and public health, the 
large voluntary health agencies—to mention 
only a few. Everyone presented his views and 
presented them well. At the end all left with 
a feeling of friendliness and satisfaction, .a 
feeling that a strong light has been shown on 
our ten-year march toward the goal of better 
health for the people of America. 
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What Can the Publ 
in Mental 


ic Health Nurse Do 
Hygiene? 


By PAUL V. LEMKAU, M.D. 


teacher of public health administration 

as well as my faculty superior in my 
first years of work in mental hygiene in the 
School of Hygiene and Public Health at Johns 
Hopkins, had some interesting things to say 
to me when I first began my work. He said 
that in public health ideas alone were no 
good. They had to be ideas which could be 
reduced to practical application; they had 
to stand up under field conditions; they had 
to be definite and clear enough so that they 
could be understood. He felt that psychiatrists 
tended to say and think things which could 
be understood by only a few hundred people 
in the-country. He thought, I am sure, that 
the reason they could be understood by so 
few was because their ideas were not clear, 
but he was kind enough to say that they were 
just difficult ideas to handle. He said that to 
be of any value in public health, ideas had to 
be within the capacity of thousands, not 
hundreds of people. Thousands of workers 
had to use the ideas in everyday work if we 
were to have any hope of influencing the 
mental health of the millions whom the 
health departments of the country must serve. 


D« A. W. FREEMAN, who was my 


I need not point out to you that the aim of | 


public health is very rarely perfection; the 
nearer to perfection we can come, the happier 
we are, of course. But all that is really de- 
manded of mental hygiene in the field of pub- 
lic health is that what we do tends in the 
direction of improvement. If 90 percent of 
our efforts are rewarded, fine; but if we 
could show that 51 percent were helped by our 
efforts and 49 percent left unchanged, mental 
hygiene would still, I believe, be acceptable as 
a part of public health. But we must get 





Dr. Lemkau is associate professor of public health 
administration in the School of Hygiene and Public 
Health, Johns Hopkins University. 


ideas out of the realm of the office and the 
discussion group and bring them to the level 
of general understanding. We must make our 
ideas applicable to working with patients, and 
not live in the too-accurately named “Ivory 
Tower” with our mental hygiene ideas. 
Aseptic technic was of no value to patients 
as an idea. It became of value to patients only 
when it became a practical technic. It came 
to be of preventive value only when it could 
be taught by thousands of people to millions 
of people. There is little reason to feel that 
the ideas of mental hygiene can avoid follow- 
ing the same course before they will be 
effective. The idea of clean hands had to 
evolve into the practical technic of using 
rubber gloves before it became maximally 
effective in promoting health. The idea of 
preventing feeding difficulties may have to 
be reduced to teaching the nature and the 
change of rate of infant and child growth 
before it will be effective in promoting health. 
The analogy is far from perfect. Yet I suspect 
it is a better analogy than many will grant, 
and that resistance to its acceptance is fre- 
quently based on that prejudice about the 
sacredness or mystic qualities of the human 
personality which blocks the willingness to 
submit ideas to field trial. 

The health department is organized for but 
one purpose, to make scientific knowledge 
effective in the promotion of health. For some 
parts of the program, this requires no contact 
with the ultimate individual served. The 
restaurant inspector rarely has to know the 
restaurant patron, and water control doesn’t 
require knowing everyone who turns a spigot. 
From these almost completely nonpersonal 
services through the relatively nonpersonal 
contact of the immunization procedure, to 
the intensely personal situation of the 
physician-patient relationship, especially the 
exceedingly personal rapport of psychiatric 


299 








PUBLIC HEALTH NURSING 


therapy, there are innumerable gradations. 
The whole administrative organization of 
public health has as its aim the effective ap- 
plication of scientific knowledge to the pres- 
ervation of health, at whatever level of per- 
sonal contact it may be necessary to do the 
job. The administrative plan has as its aim 
the effective work of the people actually 
doing the job. To use another not-too-exact 
analogy, the administration, like the central 
nervous system, exists to make its end-organs 
function to the best advantage. It is well to 
remember that the administration is not in 
direct contact with the public served, and that 
the service personnel are not only effectors 
for putting technics into practice but are 
also the receptor organs that make possible 
the stimulation of action by the administra- 
tion. 


» ALMOST ALL of the activities for preserving 
the health of the population that involve 
actual, personal contact with the individuals 
served, the public health nurse is the ultimate 
effector of the health department. In excep- 
tional cases, the physician gets to the homes, 
but it is the nurse who does much of her 
work there while the physician sees cases in 
that contrived situation created in the clinic 
which levels off personality differences in the 
people served. People prepared to see a doctor 
in a clinic are not the same people in the 
setting of their own homes. In the rush and 
hurly-burly of the clinic, attitudes of the 
patients may go unnoticed and their problems 
be covered over, either to make a good im- 
pression, or out of kindness to the next mother 
waiting to see the physician. The nurse sees 
the mother under home conditions—not as 
she is when dressed up and putting forward 
her best manners for public inspection, but 
as she is when she pursues her daily tasks. 
This leads to the first function of a public 
health nurse about which I wish to comment. 
One of the primary functions of the nurse is 
to maintain the Awmanness of the health de- 
partment. Humankind does not always act 
rationally according to some idea of logical 
unity set up by the administrator with his 
tables of statistical data. Particularly when 
under stress, the human being is likely to act 
like the fabled pig being driven to market, 
going the opposite direction from that to which 
the logical wish of his director points. To the 
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administrator, this may represent a bull- 
headed blocking of carefully laid plans which 
calls for a dressing down of the patient or a 
use of police power to bring the upstart into 
line. To the nurse who knows or can know 
some of the reasons for the irrational behavior 
of patients, such a situation affords an op- 
portunity to maintain the department’s ap- 
preciation that it is dealing not alone with 
syringes and plans on paper but with feeling 
people who cannot be shuffled about without 
taking their feelings into serious consideration. 
Most of you here are in administrative posi- 
tions of one sort or another. Most of you 
have plans that will have to be modified be- 
cause they neglect the illogical components 
of the human character. Your program in 
this conference is largely in the hands of 
people who talk and plan mental hygiene 
rather than actually practice mental hygiene 
in the field. You and the other administrators 
need to keep before you constantly the fact 
that paper programs do no good. The only 
program that helps people is that carried out 
by the ultimate effectors of your organiza- 
tion. To a very large extent, the only person 
who can tell you accurately and with the con- 
viction born of experience whether your 
cherished ideas are worth the paper they are 
written on is the person who actually meets 
the population to be served. Thus the ultimate 
effector of the health department is also 
the end-organ for, the reception of informa- 
tion for the evaluation of programs. This 
person is the field nurse, the nurse in the 
homes of the community, the person who sees 
how people take things and what they do 
with knowledge gained. The function of the 
nursing supervisor is not only to instruct the 
field nurse on how to do things and to criticize 
how she does them; her function is also to 
learn from the field nurse how things are 
going, whether ideas are really any good at 
the only place where they can be tested, in 
the personalities which only the field nurse 
meets in quantity. 

This is, of course, no new idea, nor is it 
confined to the industry that is public health. 
With some justice, the criticism that ad- 
ministrators tend to stand on their dignity 
and teach and criticize rather than learn 
from the ultimate effectors in contact with 
the public to be served has been leveled more 
at the nursing profession than at some others. 
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Industry has found that it pays to learn from 
the employee running the machine. Psychiatry 
in industry is teaching that the. foreman- 
workman relationship is a collaborative rela- 
tionship, not one of giving and taking orders. 
So it is with the supervisor-field nurse rela- 
tionship, and in the contact between the nurs- 
ing staff and the rest of the public health 
organization. The field nurse and the nursing 
staff can keep the health department aware 
of the fact that its field of service is Auman- 
kind. This, it seems to me, is the first function 
of the public health nurse in mental hygiene. 


ae NEXT FUNCTION of the public health 
nurse is to offer service to the entire popu- 
lation which the department serves. Some 
people are served directly, some only inci- 
dentally, but all the population is served. This 
means that the nurse must take the responsi- 
bility of being a professional person, with 
the attendant hardships of professional life 
as well as its prerogatives. It means that she 
can’t quit at closing hours. If she is a friendly 
person in the community, as she should be, 
she will not only be doing adult education 
work, making speeches when she can spare 
the time, but she will also be at places just 
because she is friendly and wants to make her- 
self available to “her people.” If she is a 
school nurse, the functions carried on in 
“her school” will be her functions. If she 
is tired and bored, few people will find it out. 
Availability for such services is the penalty 
of reaching professional status; professional 
standing is not all honor and dignity. To the 
obstetrician it is willingness to serve whenever 
needed, and it is much the same in every other 
profession. Friendly service to the people and 
the people’s organizations in her community 
is another function of the public health nurse. 

In addition to this service to the organiza- 
tion and groups in the community, the nurse 
will offer an opportunity for the people she 
serves to tell her things. Technically, this 
would be called building a_rapport in which 
catharsis can take place. Building such rap- 
port involves again a responsibility that goes 
with professional status. No one has ever 
explained exactly why telling things helps 
people, but it is conceded that it does. The 
analogy of “lancing the boil” is a good one, 
but it doesn’t quite tell the story. The knife 
isn’t affected very much by lancing a boil, 
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but the person who listens to stories told by 
troubled people—and most people are troubled 
to one degree or another—is changed. He gets 
fatigued by his listening, particularly while . 
he is learning to listen. Even in the most 
non-directive type of interviewing in which 
the listener is supposed to do nothing but 
listen, a very real fatigue results. When the 
interview has the added aim of helping the 
person telling the story, the job of listening 
becomes even more fatiguing. Interviewing 
per se is an art that can be practiced and 
learned by many people. I think that one 
reason it is hard to learn is that the hearer 
must really want to help the person more 
than he wants to avoid the fatigue and the 
load of information with which the patient 
will burden him if he allows it. The willing- 
ness to carry this burden is also a responsibil- 
ity of being a professional person. No one 
who has tried it ever said it was easy. Nor 
have very many felt that it was not worth 
the candle after they have really been able 
to help people by allowing them to tell the 
things they need to tell to get relief. In addi- 
tion to being friendly, then, the nurse has 
the function of listening to people with the 
aim of helping them. 

Another mental hygiene function of the 
nurse is to impart knowledge, to educate. But 
until she has established herself as a friendly 
person in the community, has found that 
people will talk to her, and has learned that 
she can “take” the responsibility of their 
confidences, the nurse will not be in a posi- 
tion to do really effective teaching because 
she will not know when to teach or what of 
her store of knowledge really fits the situation. 


HAT WILL THE nurse teach in mental 
hygiene? There isn’t space to discuss 
this in detail. I should say that the problem 
of reducing mental hygiene ideas to practice, 
with which we began, lies primarily in this 
field of education. Perhaps we can risk a few 
generalizations. The things to be taught will 
be designed to keep people from blocking 
the fundamental biological processes of growth 
and involution. When these processes are 
blocked there result emotional upheavals. 
As examples of what I mean I will give three 
instances. 
In regard to the pre-school ages, we will 
teach that the rate of growth falls to a very 
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low level about the age of one and a half and 
remains at a very low rate until five or six. 
With this low rate of growth the metabolic 
needs of the child are small and it needs 
less food than it did earlier or will later. We 
will then teach that food need not be forced; 
we will endeavor to help mothers to stop 
trying to block or hasten the fundamental 
biological process of the rate of growth. If 
we succeed, feeding difficulties will be less, 
and more mother-child relationships will be 
of an appreciative and loving rather than an 
exasperated and irritable nature, because the 
biological processes have not been blocked. 

In adolescence we find another example. 
The girl usually goes through puberty a 
couple of years before the boy. She completes 
the adolescent maturation a couple of years 
ahead of her boy schoolmates of the same 
chronological age. She seeks to associate with 
men of her own developmental rather than 
chronological age. So she, at 17, goes out with 
“older men,” a phrase that always seems to 
mean sexually predatory males in our culture. 
This the parents object to, and there result 
those violent quarrels that only one who has 
dealt with adolescents as a parent can ap- 
preciate fully. The parent is mistaken in 
assuming that the girl wants sex relations or 
even that she is more likely to be exposed 
to temptation than if she went out with boys 
of her own age. In any case, she is the one 
who has matured beyond her chronological 
equals. Parents cannot stop the develop- 
mental clock, They might help to keep the 
psychological rate of maturation at the same 
pace as the biological, but they cannot and 
should not try to stop the biological rate. 
These facts can be imparted by the nurse so 
as to relieve the parents’ anxiety and, thereby, 
the tension in the home. 

In old age, too, there are available items of 
knowledge that can help. Too many children 
idly assume that an empty existence is all 
that the older person cares about. The success 
of old people’s recreational enterprises shows 
this assumption to be false. The nurse can 
explain that old people like to make things, 
that they like to be with other old people, 
that they like to play games, to read, even 
to dance, that they even fall in love and marry. 
Too long we have violated the fundamental 
biological developmental fact that the cata- 
bolic phase of the human span is speeded 


by lack of stimulation. Blocking of this abil- 
ity to keep going probably contributes to the 
personality difficulties in old age. 

The fundamental principle of knowledge, 
then, that the nurse can teach is that to be 
emotionally satisfying the patterns of living 
ought not to block natural biological devel- 
opment. When and how such teaching shall 
be done can be determined by a nurse who 
has established herself as a friendly person 
to whom people can talk. Under these con- 
ditions what she teaches can lead to planning 
and, eventually, to action on the part of the 
individual so educated. Another function of 
the nurse is, then, to teach mental hygiene 
principles that can lead to action—psycho- 
logical action, such as improved attitude on 
the part of the subject being taught, or 
physical action, such as getting a father to 
make a wagon with—not for—his son. 


apie I should stop at this point. Certain- 
ly the nurse already has jobs enough in 
mental hygiene. But I am going to launch into 
another whole sphere of work for her, a field 
into which the nurse has not been invited very 
often, and one in which she is not too much 
wanted by some of the other professional 
people who also work in the fields we have 
already covered. In the past nurses have 
been the inspiration for work in this field 
more often than they have been the productive 


persons. Miss Hampton inspired Halstead to | 


invent the rubber glove, but, unless she has 
been unjustly denied credit due her, she 
didn’t actually have the idea herself. I am 
going to suggest that in the field of mental 
hygiene the nurse should do_research. No one 
else in the public health organization is in 
such close touch with the population to collect 
data. And data are best analyzed by the 
person who collects them. No other profes- 
sional person gets into the homes of “normal” 
people as often as the nurse. The psychiatric 
social worker gets into homes that are usually 
strikingly pathological. The psychologist sees 
patients in a consulting room or laboratory. 
The psychiatrist sees, usually, only the triple- 
distilled “worst cases”; sometimes he feels 
he would give his right arm for a chance to 
see as large a group of flexible personalities 
as the public health nurse sees every day of 
her work. There is no one else to tell the 


professional people who work with personal- | 
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ities what their base of “normal’ 
is. 

The nurse will have to do research. She 
will have to tell us how frequent mother-in- 
law troubles actually are in the general 
population. She can count the number of 
under-stimulated old people in her case load. 
She can really evaluate the danger of the 
late adolescent girl going out with men two 
years her senior, instead of depending on the 
guesswork I had to use earlier. There are in- 
numerable other questions which she can 
answer by observing in her daily work if she 
will but record carefully and observe acutely. 
With practice in research, I do not doubt that 
the nurse can become a prolific producer of 
data that will markedly change our concepts 
of “normal” people. That definition now is 
based not on what a “normal” person is and 
does; it is based on the concept that a 
“normal” person lacks certain “abnormal” 
symptoms. Theoretically, this leaves the 
“normal” person pretty much a blank. I 
believe the nurse can, by research quite pos- 
sible for her to undertake, make the “normal” 
and its tremendous variation more real than 
the concept of absence of “abnormal” symp- 
toms. 

Another important field of research to which 
the nurse can contribute and in which she 
will have to give her help if it is to be done 
at all, is the evaluation of the ideas that go 
into programs. Here again is a tremendous 
field which I wish to discuss a little before 
passing on to my final point. I might say that 
one of the difficulties I find in convincing 
my psychiatric colleagues that the nurse is 
capable of handling the responsibilities and 
the glories of professional status is the absence 
of a scientific literature in the nursing pro- 
fession. I hope that in the next few years, 
that objection will be removed. Already nurses 
are turning out good observations that will 
be continuously useful in planning mental 
hygiene work in public health. 


’ operations 


HERE IS A final function which the nurse 
has in public health that is in one way the 


There are 175 positions available for public health ‘nugses in Nex. York State. 


; "most important of all I = mentioned. “This 


is to use her experience as a nurse to become 
herself_a_ poised being, secure 
in her position as a person to whom people 
can talk and who can be a skilled friend to 
people. Humble as everyone must be who 
essays to tamper with the most valuable thing 
in the world, the human personality, she can 
nevertheless be serenely proud of the pro- 
fessional status which her sacrifices of the 
five o’clock closing time and the privacy of 
her off hours have given her. As such a 
person, she will find new personality resources 
within herself which will make her a richer 
personality than she could have been had 
she not essayed into the field of helping 
people in the field of their personality func- 
tion, rather than remaining solely a servicer 
of bodies. 

I am aware I have made an emotional as 
well as a scientific presentation to you. It is 
the first time that I have allowed myself to 
say some of these things. But you will have 
a bigger job of inspiration in the states and 
districts than I have here today. You are, 
I know, easy to convince, because I know 
your leaders. You will have to sell these and 
similar ideas to rather stubborn people—to 
physicians, to health officers, and to some 
nurses who assume the dignity of professional 
status without having made that gain in the 
personality stature that I have outlined in 
the last paragraph. Some nurses have not 
found the humbleness which should come 
from the great responsibility they bear, and 
they are more concerned with status than 
with service. To convince them, and psychi- 
atrists, and social workers, that the nurse is 
doing and can do for “normal” people what 
other professional people are doing for people 
who themselves recognize that they are sick 
and in need of help, you will need inspiration 
as well as science. May I wish you luck in the 
venture. 








Presented at a Mental Hygiene Conference for 
U. S. Public Health Service Nursing Consultants in 
Washington, D. C., February 1948. 
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Present Status of Local Health Units 


By HAVEN EMERSON, M.D. 


ET ME REVIEW for you briefly where 

we stand with respect to the matter we are 

here to consider. At the height of the 
World War in 1942 when, on the one hand, 
community after community with sudden 
large increases in population was wholly un- 
equipped to meet its local health problems 
and when, on the other hand, there was al- 
ready pressure to enlarge the area of activity 
of local health officers, a number of persons 
in the public health and medical professions 
saw the need of long range planning to meet 
future public health demands. In 1942, 
therefore, in June and October respectively, 
the American Medical Association and the 
American Public Health Association passed 
resolutions of similar intent calling for the 
use of their professional influence to cover the 
entire continental United States with local 
health units of such area and size of popula- 
tion as to be economically efficient and justi- 
fiable. 

The American Public Health Association, 
as the directly interested professional agency, 
appointed a Subcommittee on Local Health 
Units which undertook to study the existing 
situation. In cooperation with the admin- 
istrative health officers of the 48 states, it 
suggested a workable plan for complete cover- 
age of the nation with full-time local health 
service of at lest basic minimum administra- 
tive quality. As you know, the report of this 
committee was published by the Common- 
wealth Fund in August 1945. It achieved 
quite unexpectedly favorable reception. 

In September 1946, through the assistance 
of the W. K. Kellogg Foundation, a week- 
long conference was held with the health 
officers of the 48 states and their assistants 
directly responsible for the development and 





Dr. Emerson is chairman of the subcommittee on 
Local Health Units of the Committee on Administra- 
tive Practice, American Public Health Association. 


supervision of local health departments, 
Here there was practical unanimity on the 
general principles of the committee’s program 
which indicated that the country could be 
served through approximately 1200 county 


‘or multi-county local health departments. 


In the meantime, the State and Territorial 
Health Officers Association and the Con- 
ference of State and Provincial Health Au- 
thorities as well as many state medical 
societies had voted official approval of the 
committee’s program. 

Following the Ann Arbor Conference, the 
next step appeared to be informing and 
energizing the general citizenry without whose 
support no movement can achieve its goal. 


‘Therefore, the Princeton Conference of Sep- 


tember 1947 was called. Uere again, an un- 
expected unanimity of opinion and more 
important, a firm resolution for action, re- 
sulted. 


The proceedings of this conference, together | 


with four information bulletins, have now 
been distributed ,to the participants in the 
conference and to the state health officers 
whose understanding and cooperation are in- 
dispensable in this citizen movement. You 
are all aware that one of the first movers in 
the determination to act was the National 
Congress of Parents and Teachers which asked 
the National Health Council to take the 
leadership in calling this meeting which is 
to plan the strategy of the next attack. It 
is your meeting to do with what you will. The 
opportunity is yours to put over a program 
the slow and tortuous preliminary details of 
which have been done. Now the job is yours 
to finish. 

You will want to know something of what 
these five or more years of activity of the 
committee have achieved. Obviously it is 
not possible to evaluate exactly the extent 
of each influence upon a result, but I have 
no hesitancy in saying that the committee’s 
work and the widespread discussion of it have 
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contributed in greater or lesser degree to each 
of the forward steps that I shall summarize 
briefly. 

Five years ago, Illinois had a full-time 
local health department in Chicago, in Cook 
County, and in a few other areas. At the fall 
elections in 1946, 17 counties of Illinois under 
the referendum provisions of that state’s 
permissive legislation, voted to establish 
locally financed and administered county 
health departments,—the majority of them in 
multi-county units. Not all of these have yet 
been established but by June 1948, they will 
have been, provided personnel can be found. 

In New York, where six county health 
departments had been organized in the nearly 
25 years during which the state permissive 
law had been in effect, the 1946 legislature 
provided, effective January 1, 1947, for more 
state aid to county health departments than 
to full-time city health departments or for 
health services provided by counties not 
organized as county health departments. In 
the year since that law has been in effect, 
five county health departments already have 
been organized including the county of Erie 
and its chief city, Buffalo. As county health 
departments are organized the local services 
of the 20 state health districts heretofore in 
existence will be transferred to the county 
health departments. The state’s consultant 
and advisory services will be carried on 
through six regional offices recently estab- 
lished. 

California, although it still has nearly half 
of its 58 counties without full-time local health 
service, nevertheless has all but 8 percent of 
its population served by full-time health 
officers and is organizing to cover the rest of 
the state as fast as personnel conditions 
permit. 

You are all familiar with what happened in 
Colorado. Perhaps it might be well to record 
parenthetically that this is an outstanding 
example of quiet persistent work which gets 
the politicians out on a limb before they are 
aware of it. If Dr. Sabin had talked before 
she acted, politicians thus put on notice, might 
have been able to outflank her. At any rate, 
because Denver now has a full-time health 
officer, the proportion of Colorado’s popula- 
tion covered by full-time service has grown 
from 13 percent in 1942 to 51 percent in 
1947 and the end is not yet. 


Michigan, which already had pretty ex- 
tensive coverage in 1942, due in part to the 
assistance given by both the Kellogg Founda- 
tion and the Children’s Fund of Michigan, 
has nevertheless added 10 percent of its popu- 
lation to coverage in the last five years and is 
prepared to finish the job as soon as personnel 
can be found. 

Florida, too, has had an avalanche of ac- 
tivity increasing its coverage from 72 percent 
of the population in 1942 to 88 percent in 
1947. It also is prepared to finish the job 
as soon as personnel can be found. Florida 
represents outstandingly what nearly all of 
the other states that have made extensive 
progress illustrate—namely, that increasing 
coverage goes hand in hand with the organ- 
ization of multi-county units. In 1942, 
Florida covered all or parts of 36 counties 
with 31 units. In 1947, it covered all of 53 
counties with 33 units. 

Georgia, too, has made substantial progress 
in coverage, from 59 of its 159 pocket-sized 
counties, representing a third of the people 
in 1942 to 87 counties representing 85 per- 
cent of the population in 1947. Here, how- 
ever, the picture is made less favorable by the 
fact that nearly half of the units representing 
a fifth of their total population, have health 
officer vacancies—Georgia being one of the 
states where salary levels are insufficient to 
compete successfully in the present market. 
In this connection, it is perhaps significant 
that the Planning Board of Athens, Georgia, 
the largest city in a county of about 30,000 
population, is building an over-all community 
program, the first plank of which is health. 
Among the questions raised by this Planning 
Board is whether the health facilities of the 
city and county could be merged in a district 
service in view of the “whole trend in planning 
toward greatly enlarged administrative units.” 

Indiana, which has heretofore expressed 
its rugged independence by being practically 
without local health service throughout the 
state, has also been finally stirred into action. 
It has a young, aggressive and adroit health 
officer who persuaded the legislature to double 
the appropriation for the state health de- 
partment. The legislature also passed a 
permissive health unit law much along the 
lines of its neighbor, Illinois. It is expected 
that in the coming year, there will also be ~ 
specific appropriation for state aid to local 
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health units. The first multi-county unit in 
the state has been organized. 

Oregon has increased the percentage of 
population covered from 87 to 92 in the five 
years. Its 1947 legislature passed a permis- 
sive health unit act. Two bi-county units 
have already been organized under its pro- 
visions. 

In the state of Washington, the largest 
city and its surrounding county have joined 
forces to make a Seattle-King County Health 
Unit. The smaller cities of the state are 
already in city-county units, leaving only 
Spokane and Tacoma with separate city 
health departments. 

In West Virginia, 17 counties with 58 per- 
cent of the state’s population, were covered 
by 20 units in 1942. In 1947, 38 counties 
with three-fourths of the population were 
covered by 24 units. Here again, the largest 
city of the state and the capital have taken 
the lead in forming the Charleston City- 
Kanawha County Unit. This state also 
suffers under the handicap of inadequate 
salaries. In mid-1947, there were health 
officer vacancies in half of the 24 units repre- 
senting 40 percent of their population. 

Virginia which, as many of you know, is 
the state with 24 independent cities, many 
of which have their own health departments, 
increased its coverage from 46 percent of the 
population in 1942 to 79 percent in 1947. 

The 1947 legislature of Connecticut, which 
has no full-time health service in any rural 
areas of the state, enacted a law providing 
for state aid to local consolidated health 
districts after a similar law had been defeated 
in three successive legislative sessions. Al- 
though the amount appropriated for the first 
biennium is small and although no groups of 
municipalities have yet taken advantage of 
the provision, a number of towns have dis- 
cussed the possibility of consolidation and 
three separate ones have voted for such con- 
solidation when neighboring towns also vote 
such union. 

These are some of the more hopeful de- 
velopments but that they are not everywhere 
in the right direction is also evident. Ala- 
bama, for example, has since 1935 had com- 
plete theoretical coverage of its population 
with full-time local health officers. Never- 
theless, in mid-1947, one fifth of its entire 
population was without the services of a local 


health officer because of vacancies. Alabama 
has developed multi-county units to only a 
very slight extent, serving its 67 counties in 
mid-1947 with 61 health units. The 40 
health officers, therefore, that were serving 
80 percent of the population were more than 
sufficient, if properly distributed throughout 
the state, to care for the entire state. Alabama 
cannot hope to make its theoretically complete 
coverage anything like adequate with the 
present personnel shortage and with Ala- 
bama’s relatively low salary scale unless it 
is willing to organize multi-county health 
units more extensively than at present. 

The same situation holds true in Mississippi. 
It is trying to serve 66 of its 82 counties with 
57 health units—more than a third of which 
are currently without a health officer. Here 
again the 36 full-time health officers who are 
on the job would be adequate to serve the 
entire state if there were a reasonable con- 
solidation of small counties. 

Kentucky has made excellent progress in 
consolidating its smaller counties into district 
units. In 1942, it served 98 counties with 66 
units. In 1947, it served 102 counties with 
58 units. Unfortunately, the legal limitations 
on salaries in this state have brought about 
a high percentage of health officer vacancies— 
28 out of the 58. In this state, there could, 
with good effect, be more consolidation of 
counties than currently exists. 

Louisiana likewise, although theoretically 
97 percent covered by full-time local health 
service, suffers from a large proportion of 
vacancies affecting more than a fourth of the 
state’s population. The 31 local full-time 
health officers remaining on the job, however, 
are two more than the number the Subcom- 
mittee on Local Health Units and the then 
health officer estimated could serve the whole 
state. 

In Iowa the 1945 legislature failed to pass 
a bill which would have abolished 1600 town- 
ship boards of health in favor of county 
boards of health. It has less than 5 percent 
of its population covered by full-time local 
health service and had a large proportion of 
health officer vacancies even in its nine state 
districts in mid-1947. However, here too 
there are stirrings. The Iowa Tuberculosis 
Association, with the cooperation of its na- 
tional parent organization, has studied the 
Iowa situation. As a result it is making the 
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creation of public opinion in favor of local 
full-time health departments its major pro- 
gram in Iowa for the coming year. 

Minnesota in its 1945 and 1947 legislature 
also failed to pass permissive health unit 
legislation but statewide citizen activity has 
practically insured that the 1949 legislature 
will take such action. 

This is the situation. Each of you in his 
own state and in his own association will find 
ways of helping your neighbors to understand 
how a local health department can benefit 


their lives and their personal relationships 
with their families and other persons in the 
community. Creating the desire for these 
benefits is the first step. Once the services 
that are made possible through local health 
departments are understood, citizens will 
create the means by which these services can 
be provided. 


Presented at a meeting of representatives of na- 
tional citizen and health agencies called by the 
National Health Council at the Hotel Roosevelt in 
New York City, January 23, 1948. 


USPHS MARKS SESQUICENTENNIAL 


N SEPTEMBER 1, 1798, President John Adams 
fy eters the act for the relief of sick and dis- 
abled members of the merchant marine. This was 
the basis for the development of the Marine Hos- 
pital Service which in 1912 became the Public Hea!th 
Service. For one hundred and fifty years its offi- 
cers have worked with zeal and devotion to build 
the splendid organization we have today with its 
tremendous impact on the daily lives of each and 
every one of us. 

First nurses in the Service were those in the 
Marine Hospitals, most of them men (who would 
be classed as attendants under modern terminology.) 
No great demand for more nurses arose until the 
question of medical care for World War I veterans 
was under discussion. In 1918 the Public Health 
Service had a report made on the nursing situation, 
by Lucy Minnigerode. She did such an able job 
that soon the surgeon general appointed her superin- 
tendent of nurses. In 1919 Congress authorized the 
Service to furnish medical care to veterans, and 
Miss Minnigerode organized a nursing service to 
staff the existing 23 Marine Hospitals with their 
1,500 beds, the number increasing to 20,500 by 
1922. In May 1922 certain hospitals with their 
Nurses were transferred to the newly created Vet- 
erans Bureau, leaving PHS with the Marine Hospitals 
and associated services. It was from this reorgan- 
ization that the present hospital nursing service, 
numbering about 1,200 nurses, has grown. 

Not until 1934 was leadership in public health 
nursing provided. In 1932 at the request of Surgeon 
General Hugh S. Cumming, Sophie Nelson was 
loaned to the Service for six months to survey its 
public health nursing needs and to recommend a pro- 
gram. Her recommendations are as valid today as 
they were in 1932. Soon Joseph W. Mountin was 
assigned to direct the section on Public Health 
Methods of the Research Division. One of his first 


studies was on administrative practices in local 
health departments. He requested a public health 
nurse be added to his staff since some 50 percent 
of local health department budgets were spent for 
nursing. In 1933 Pearl McIver joined his staff as 
temporary nurse pending the examination for “public 
health nursing analyst.” This examination, in the 
P-3 grade, was the first ever offered to nurses in the 
professional grade by the Federal Civil Service 
Commission. When the register was established, 
20 candidates met all the requirements although 
there was only one position at the time. In later 
years when the program was expanded this original 
list of eligibles was freely drawn upon. 

In 1934 some 6,000 nurses were unemployed; yet 
health agencies were understaffed and the need 
for nursing was great. Harry Hopkins, director of 
federal relief programs, suggested that the states 
set up work relief projects for unemployed nurses. 
The Public Health Service, through its Domestic 
Quarantine Division, now the State Relations Di- 
vision, was requested to provide consultation for 
these activities. Advice was requested from the 
NOPHN who recommended that Pearl McIver be 
transferred from the Public Health Methods Division 
to work on the problem. By the end of 1934 fullv 
5,000 nurses had been placed on work projects. 

In 1935 the Social Security Act authorized the 
use of federal funds for training public health 
personnel and 1,000 nurses were sent to universities 
that offer programs of study approved by NOPHN, 
on state health department scholarships. The Social 
Security Act also made possible a large general 
public health program; and a public health nursing 
consultant was added to each of the five PHS 
district offices set up to direct the program. 

National defense preparations began in 1940. 
Detailed information was obtained by the Service 

(Oontinued on page 327) 
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The Cost of Prenatal Service 


By BEATRICE SILLMAN 


sponsored a study late in 1945 to find 

the nursing cost per patient of the pre- 
natal service of the Nursing Bureau, offered 
to women of low income groups. This service 
included care and instruction in maternity 
clinics and in the patients’ homes. The nurs- 
ing staff was organized on a generalized basis. 

Clinic visits. The Department of Health 
conducted six clinics to which an eligible 
pregnant woman could come every other week 
up to her ninth lunar month of pregnancy, 
and every week thereafter. The first and most 
complete visit of all introduced the patient 
and her particular problems to the nurse, 
nutritionist, and physician. At subsequent 
visits the nurse and nutritionist followed up 
on the patient’s general condition and diet. 
In addition, the patient received an examina- 
tion by the physician at the end of the fifth 
month and again at the end of the eighth 
month. She was asked to return six weeks 
after delivery for another short examination 
and counseling in nutrition for herself and 
the child. 

In determining the cost of clinic nursing 
service, it was decided to consider Nursing 
Bureau salary costs only. These included the 
salaries of nurses and the full-time nutrition- 
ist, but not of physicians. The number of 
minutes required for each item entering into 
the cost of this service was determined for 
the most part by direct observation of the 
service given to 58 patients at 8 clinic ses- 
sions, and of the time required to set up, 
clean up, and write the records at 6 of these 
3 sessions. Waiting time, also observed, was 
the number of minutes spent by the nurses 


T Syracuse Department of Health 





Miss Sillman, M.S. in Public Administration, is at 
present a housing assistant with the New York City 
Housing Authority. She was formerly associated 


with the Syracuse Department of Health, Bureau 
of Nursing, for the purpose of this study. 





308 


waiting for the patients or physicians. Travel 
time to and from clinic was estimated, and 
the time required by the substation super- 
visor and her assistants to transfer the clinic 
notations to family and other records was 
reported to the author. Overhead minutes in- 
cluded the time spent by administrative, su- 
pervisory, and clerical personnel on general 
supervision of this service. Overhead minutes 
were charged on the assumption that each 
service required time of these workers in 
proportion to the amount of time the service 
required of the staff. In other words: 

Overhead minutes on prenatal service: Total over- 
head minutes, on all services = Staff nurse time on 
prenatal service: Total staff nurse time, on all serv- 
wces 

The results of these observations appear 
in Table 1. No opportunity to time the length 
of a fifth month revisit presented itself during 
the observation of the eight clinic sessions, 
but the total number of minutes for a special 
fifth month revisit was set at approximately 
58 minutes. Similarly only a very few post- 
partal visits were observed; the average num- 
ber of minutes required was approximately 
55. Table 2 translates minutes into dollars. 

The costs shown in Table 2 may be called 
explained costs since all items entering into 
the totals are known. Costs for clinic visits 
actually ran higher than explained costs be- 
cause of time unaccounted for. The explained 
cost of the average clinic visit was $1.27, but 
present actual cost was $1.47, a difference of 
20 cents.* Under a work load of 6,000 visits, 
which is double the 1944 work load, the 
actual cost would be $1.18. This would also 
be the explained cost because all time would 
be accounted for. It is less than the present 
explained cost since waiting would be less in 





*Some of the time unaccounted for may have 
been recorded to cover work done at clinic which 
was properly chargeable to other services. Additional 
time may have appeared also because the nurses 
recorded correctly to the quarter hour only. 
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proportion, and fixed overhead charges would 
be spread over a larger number of visits.* 


TABLE 1. MINUTES USED FOR DIFFERENT 
TYPES OF CLINIC VISITS 








Special 
eighth 
First Usual month 
Use of time visit revisit revisit 
A. Direct services to 
patients 
Nurse interview 19.1 7.4 74 
Nutrition interview 19.3 10.2 10.2 
Examination by 
physician*® 21.7 8.2 
Interview by 
physician® 2.7 
B. Contributing duties 
other than direct 
service 
Travel 6.0 2.0 2.6 
Set up 7.6 2.6 3.3 
Waiting 9.6 2.6 4.1 
Clean up 8.2 2.8 3.6 
Records I—by staff 
nurses 6.6 6.6 6.6 
Records II—by super- 
visors and clerks 9.2 9.2 9.2 
C. Overhead minutes» 16.9 32 8.6 
Total 


124.2 54,3 63.8 





®The nurse was present 

bOverhead minutes include the time spent by 
administrative, supervisory, and clerical personnel on 
general supervision of this service 


TABLE 2. COSTS OF DIFFERENT TYPES OF 
CLINIC VISITSa 











Type of visit Total cost 
First visit $2.37 
Usual revisit 1,04 
Special fifth month revisit» 1.10 
Special eighth month revisit 1.21 
Postpartum revisit 1.05 
Average explained cost 1.27 





“Yearly salary divided by the number of hours 
the nurse worked during the year gives the hourly 


ty . 
b Approximate 


Home visits. The Bureau’s prenatal service 
included home visits as well as clinic visits. 
The Bureau aimed to make three home visits 
during a pregnancy, and one after delivery. 
Reporting on 54 visits made in the course of 
their regular work, Bureau nurses indicated 





_ *A third type of cost is the standard cost. This 
is a careful estimate of cost under maximum effi- 
ciency. 


COST OF PRENATAL SERVICE 
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the number of minutes spent in the home and 


in travel to the home. These 54 reports were 


supplemented by 11 home visit observations 


by the author. 

It was found that a woman expecting her 
first child required considerably more time 
from the nurse than did other women. Time 
spent in the home varied only slightly ac- 
cording to the number of previous home or 
clinic visits, or the month of pregnancy when 
the woman was admitted to the service, or 
the fact of a private physician in attendance 
upon the patient. Travel time from City Hall 
substation was considerably greater than from 
either of the other two substations. 

The findings in minutes based on these 
home visit reports and observations appear 
in Table 3, with the corresponding costs in 
Table 4. The number of minutes used on 
certain types of visits not included in Table 
3 may be estimated; limitations of the sample 
prevented more accurate findings. In-behalf- 
of visits, during which the nurse does not see 
the patient but obtains some information 
about her health, used about 52 minutes if 
the nurse was connected with the City Hall 
substation and about 35 minutes if other 
nurses visited. Postpartal visits required 95 
minutes, approximately half of which was 
given to teaching infant care and therefore 
charged to the infant care service. Nutrition 
visits, which were rare, used about 210 min- 
utes. They required the direct time of both a 
nurse and the nutritionist. 

Cost per patient. The costs found for clinic 
and home visits were applied to the records 
of 116 cases closed out in the spring and 
summer of 1945. The cost per patient 
amounted approximately to $11.30, but this 
sum did not provide complete care. Forty-one 
of these patients were not visited by Bureau 
nurses in the home at all.* Furthermore the 
116 mothers were carried in the service for 
an average of only 2.9 months, because of 
a tendency to apply for care late in preg- 
nancy. Complete service would cost the 
Bureau approximately $30 per patient, as 
compared with the present $11.30. 





* The majority of the 41 lived outside the city 
limits and were visited by the county nurse. A few 
planned home deliveries and so received care from 
the Visiting Nurse Association. The remainder 
were unmarried mothers who requested that no home 
visits be made. 
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TABLE 3. MINUTES USED IN THE USUAL TYPES OF HOME VISITS 

















Gravida I Gravida II or more 
CIT ; » cr —————. 
City Hall Other City Hall Other 
Use of Time substation substations substation substations 
A. Direct service to patients in the home 47.7 47.7 33.4 33.4 
B. Contributing duties other than direct service 
Travel 17.4 9.9 17.4 9.9 
Office work °13.0 13.0 13.0 13.0 
Share of not at home calls 2.0 2.0 2.0 2.0 
C. Overhead minutes 30.3 27.2 25.0 218 
Subtotal 110.4 99.8 90.8 80.1 
D. For time on other services, subtract 10% 11.0 10.0 9.1 8.0 
Total 99.4 89.8 81.7 72.1 
TABLE 4. COSTS OF DIFFERENT TYPES OF 


HOME VISITS 











Type of visit Total cost 
Usual visits 
Gravida I $1.78 
Gravida II or more 1.45 
In-behalf-of visits® 91 
Nutrition visits* 4.06 
Postpartal visits* 45> 





8 Approximate 
b 50 percent, rather than 10 percent, was subtracted 
from the subtotal for time on other services 


Work programing. If the work load does 
not vary greatly, overhead costs per visit 
remain about the same. The explained cost 
figures (Table 2) may then be used directly 
in work programing. If the work load is 
expected to change greatly, as was supposed 
under the 6,000 visit load, some of the costs 
must be refigured. One of the greatest values 
of a knowledge of costs and minutes is the 
opportunity it provides for work programing. 
This forces the organization to estimate what 
work it expects to accomplish, and which 
services it wishes to emphasize. Programing, 
further, provides a logical basis for a person- 
nel program, because the health officer knows 
what type of work will have to be done. 
Because he is informed, also, on how much 
the work will cost, his budget requests have 
a firm foundation. If costs actually run high- 
er, or work accomplished is less, the health 
officer will know it, and he can then inquire 
into the reasons. If it is necessary to cut 
down on the budget for the organization, the 
work program will aid the health officer in 
deciding where to reduce service and there- 
fore expenditures. 
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Records. It would seem that transferring 
records, an important factor in clinic costs, 
should be done by clerical workers rather than 
by the supervisors, leaving these more highly 
trained members of the organization time to 
attend to the work for which they were em- 
ployed. It may also be that through a re- 
designing of the records, with careful con- 
sideration given to the necessity of each item 
and to the possibility of using carbons, much 
of the record work could be eliminated. 

Waiting time. Attention should be given 
to scheduling clinics and clinic work to re- 
duce the amount of waiting time of the nurse 
even under the present work load. Sometimes 
all patients had been cared for before the end 
of the clinic period, but the nurse remained 
the allotted time..A plan of home calls which 
might be made in that area should be pre- 
pared. re 

Travel time. Travel time was one of the 
large items in the cost of home visits. Travel 
time from City Hall substation was substan- 
tially greater than from either of the other 
two. Furthermore, this substation in 1944 
handled 57 percent of the total number of 
prenatal calls. These data indicated that a 
study of probable future loads for all services 
in each area, and further information on 
relative travel time, should be gathered with 
a view to possible redistricting. 

The use of taxicabs to pick up several of 
the nurses at one time and take them to their 
respective districts might reduce travel time 
sufficiently to compensate for the cab fare. 
This suggests that the number of substations 
used for offices only might be reduced. A 
substation is important if it brings the nurses’ 

(Continued on page 324) 
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The Hospital as a Community Health Center 


By GRAHAM L. DAVIS 


stronger than all the armies of the 

world and that is and idea whose time 
has come.” The indications are that the 
hospital as the community health center is 
“an idea whose time has come.” 

Why is this ideal so late in becoming a 
reality? Too much segmentation is one 
reason. That is a common weakness in a 
democracy. Voluntary effort, which has as- 
sumed a dominant role in the development 
of health services, multiplies independent 
organizations and leads to uneconomic du- 
plication of effort and overlapping of function, 
but progress is made. History will record no 
finer accomplishments than that of the health 
services during the past half century. Credit 
goes in large measure to private philanthropy 
and voluntary effort, with the government 
playing an important but not dominant role. 
Centralized control in the state would bring 
about closer coordination, but too much 
governmental control stifles progress and 
promotes mediocrity. There must be a happy 
medium. 


\Y Serger SAID, “There is one thing 


HOSPITALS 

Government at all four levels operates 
hospitals of all kinds. The Federal Govern- 
ment has 18 percent of the nation’s 1,470,000 
hospital beds in general, nervous and mental, 
tuberculosis, chronic disease, and other special 
hospitals for veterans, the armed forces, 
Indians, and the merchant marine. The states 
have 43 percent of the beds in all types of 
hospitals, but mostly for nervous and mental, 
tuberculosis, and chronic disease patients. 
Counties provide hospital services to all 
different types of patients and so do cities. 
Government operates 74 percent of the na- 
tion’s hospital beds. 

Nongovernmental hospitals provide the 








Graham L. Davis is president of the American 
Hospital Association. 


great bulk of the services for the acutely ill 
and injured in the general population. Most 
of these beds are in hospitals operated by 
churches and other religious organizations and 
by the nonprofit corporations. The proprie- 
tary hospital, while decreasing in importance, 
still provides a substantial amount of service. 


PUBLIC HEALTH AND MEDICAL CARE 

An uneasy partnership exists between gov- 
ernmental and voluntary effort in the other 
two major divisions of the health services— 
public health and medical care. As usual, 
economics is at the root of the trouble. 
Even in our advanced civilization, the quest 
for economic security is the primary urge. 
Government originally entered the health 
field through the exercise of its police powers 
to protect the public from contagious diseases 
that flared into epidemics, which in turn 
wiped out large segments of the population. 
As medicine advanced and became more 
costly, government assumed greater responsi- 
bilities for care of the indigent sick. 

In time government encroached on what 
the doctor considers his private preserves. 
Nothing is more sensitive than a man’s pocket- 
book. The result is an armed truce, frequent- 
ly violated by both sides, in which an attempt 
is made to define the limits of governmental 
activities in the health field. This is seg- 
mentation and unfortunate, particularly in 
the field of what is called public health. No 
boundary line can be successfully drawn be- 
tween preventive and curative medicine and 
no attempt should be made to draw it. 

In recognition of this fact, the American 
Public Health Association and the American 
Hospital Association are publishing a joint 
statement of principles that should govern the 
coordination of public health and hospital 
activities. This is social statesmanship. The 
hospital, being a community welfare institu- 


-tion whether owned by government or private 


philanthropy, is in a position to exercise such 
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leadership. A closer coordination of the ac- 
tivities of health departments and hospitals 
will give the public more for its health dollar. 
This is what it wants and is entitled to. 


MICHIGAN HOSPITAL SURVEY 

Another effort by the American Hospital 
Association to give the public more for its 
health dollar was the organization of the 
Commission on Hospital Care to study the 
nation’s hospital resources and needs. To 
set a pattern for other states to follow it 
made a detailed study in Michigan.* 

The trading area principle has been fol- 
lowed in defining the 71 hospital areas, as 
indicated on the accompanying map. Since 
political boundaries have little or no relation 
to the use of hospitals by patients, even state 
boundaries have been ignored in defining 
these areas. The basic principle followed is 
that the population must be large enough to 
support at least 50 general hospital beds for 
the acutely ill and injured. It is generally 
recognized that it takes a hospital of at least 
50 beds averaging at least 30 patients per 
diem to utilize effectively the minimum num- 
ber of technical and professionally trained 
personnel required for adequate services ac- 
cording to modern standards—the registered 
technician, record librarian, and dietitian, the 
specially trained obstetrical and operating 
room supervisors, a competent director of 
nurses, and others. The experience of the 
American College of Surgeons with its hospital 
approval program amply justifies that con- 
clusion. 

The minimum population needed to sup- 
port a 50-bed hospital is around 15,000, but 
the Michigan Hospital Survey Committee 
decided hospital facilities of some kind must 
be provided within 30 miles of everybody in 
the state. In the upper peninsula the popu- 
lation thins out to the point where less than 
15,000 people live within a 30-mile radius. 
In the St. Ignace area the population is only 
8,100, and in the Manistique area is but 
10,000. For these areas the Survey Com- 
mittee recommends what it calls a “com- 
munity health center,” which is a modified 





* Commission on Hospital Care. Hospital re- 


sources and meeds—The report of the Michigan 
hospital survey. Battle Creek, Mich., W. K. Kellogg 
Foundation, 1946. 





PUBLIC HEALTH NURSING 


312 


Vol. 40 


type of general hospital of less than 50 beds, 
somewhat limited in function, but operated 
as a branch of the nearest large hospital. In 
that way it can provide its community with a 
limited type of service of reasonably high 
standard and at a reasonable cost. Its ad. 
ministrative relationship to the larger center 
makes that possible. 

In recognition of the fact that it is not 
practical for every hospital community to be 
a self-contained unit so far as health services 
are concerned, the 51 small town and rural 
hospital communities are grouped into 20 
regions, again on the trading area principle, 
around the larger centers of population. Two 
of these regional centers, Detroit and Ann 
Arbor, are designated as teaching hospital 
centers because medical schools have certain 
statewide responsibilities in the field of grad- 
uate and postgraduate medical education, as 
well as in the education of all other types of 
health services personnel. 


IONIA HOSPITAL 

The most significant recommendation in 
the Michigan hospital survey is “that the 
general hospital be organized as the focal 
point through which the health services of the 
community are integrated.” This integration 
must begin with the hospital as the community 
health center. A number of Michigan com- 
munities are planning such integration when 
it becomes possible to construct hospitals 
again. Ionia, with a population of 6,500, is 
a more or less typical example. It is located 
35 miles from Lansing and 30 from Grand 
Rapids. Its hospital area has a population 
of about 34,000. Its present hospital, as 
in 13 other rural Michigan hospital areas, is 
an old house, rented for the purpose, with 20 
beds. The architect has planned a fine health 
center, located on a high and beautifully- 
wooded site approximately 300 by 500 feet 
in size, about four blocks from the courthouse. 
The ground slopes away to the south-west and 
makes possible a basement entrance on the 
south side of the building at ground level. 
The heating plant, laundry, dietary depart- 
ment, locker rooms, guild room, workshop, 
morgue and ample storage space will be on 
this floor. 

The first floor provides office space for nine 
physicians, including an eye specialist, and 
two dentists, administrative offices, surgery, 
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diagnostic services, and the health department. 
The plan is for the health officer to be director 
of the hospital, and the health department 
functions as a field training center for public 
health personnel. However, the space pro- 
vided for student nurses may actually be 
used for housing a visiting nurse service. 

The 68 beds for patients, plus the delivery 


313 


room, are on the second floor. Two 2-bed 
rooms on the medical corridor are provided 
with separate sterilizing facilities for the 
isolation of communicable diseases. These 
rooms will also be fitted to care temporarily 
for disturbed mental patients in place of the 
local jail. Quarters for the intern or resident 
physician are on the third floor. This plant 





is expandable in several directions and the 
probabilities are it will eventually contain 
over 100 beds, including a chronic disease unit. 


PUBLIC LAW 725 

The Ionia hospital has an A priority in the 
state plan under Public Law 725, the Hospital 
Survey and Construction Act, since the make- 
shift structure that now serves as a hospital 
is unacceptable. This means one third of the 
cost of the project will be available from 
federal funds. This law provides for con- 
struction of both hospital and health depart- 
ment facilities. In fact, the law itself came 
as a result of the report and recommendations 
of the independent Commission on Hospital 
Care.* 

This legislation was supported in the 
Congress by the national health organizations, 
labor, industry, and agriculture. It makes 
available $75,000,000 a year to the states 
for hospital construction where the need is 
greatest, giving preference to low income and 
rural areas, such as Ionia. The apportion- 
ment of this money to the states is on the 
basis of income per capita. Mississippi, with 
the lowest income per capita, gets the highest 
proportion of the fund. 

Each state must designate a state agency, 
usually the state health department, to be 
responsible for developing a state hospital 
plan, such as the map outlines for Michigan, 
and for carrying out the plan after it has 





* Commission on Hospital Care. Hospital care 
in the United States. New York, Commonwealth 
Fund, 1947. 
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Industrial Toxicology . . . Floyd M. Farner, M.D. 
Setting up a Toxicology Chart ... Ruth A. Gordon, 
RN 


Our Patients Require More Care . . . Hannah M. 
Binhammer, R.N., Dorothy K. Loveland, R.N., 
and Rosemary Ellis, R.N. 

Trigeminal Neuralgia . . . H. Houston Merritt, M.D. 

Nursing Care in Trigeminal Neuralgia . . . Helma 

Fedder, R.N 
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been approved by the Surgeon General of 
the United States Public Health Service, 
Here is the first organized and intelligent 
attempt to integrate community health sery. 
ices on a nationwide basis around the hospital 
as the community health center. 


HOSPITALS FOR VETERANS 

It is a sad commentary on the way democra- 
cy functions at times that one agency of 
government, the USPHS, should be charged 
by the Congress with responsibility for ex. 
penditures of large sums of money on an 
integrated hospital system for everybody, 
including veterans, while another agency, 
the Veterans Administration, gets huge ap- 
propriations from the same Congress to con- 
struct another hospital system with 300,000 
beds for veterans only. This is segmentation 
at its worst, based on class distinctions which 
are contrary to American traditions. The 
typical community hospital admits everyone 
without regard to race, creed, or economic 
status. 

Assuming both hospital construction pro- 
grams are carried out as planned, eventually 
the nation will have 300,000 more beds than 
it needs. Anyone familiar with the economics 
of hospital service knows what this means to 
hospital finances. Low bed occupancy will 
cause chaotic conditions, both as to the 
balance sheet and standards of service. Any 
special hospital facilities for veterans should 
be constructed only as part of the national 
hospital construction program under Public 
Law 725. 


OF NURSING FOR JUNE 


Simplified Breast Care .. . Frances Hoffert, R.N. 


Common Intestinal Parasites . . . Howard B. Shook- 
hoff, M.D. 


Nursing Care of the Patient with Tularemia .. . 
Sarah Gardner Tillman, R.N. 
Nurses Professional Registries and the Professional 


Counseling and Placement Service . . . Katherine 
M. Holfeltz, R.N. 
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Notes on Establishing an Affiliation Between a Public 
Health Nursing Agency and a School of Nursing 


By JULIA M. MILLER, RN. 


trators of schools of nursing. Verbal 

contracts are discussed daily. A can- 
didate for a school of nursing calls to receive 
information about the program. The program 
which is discussed with her is an offer of a 
contract. If she accepts the offer the contract 
has been completed. Other verbal contracts 
of various kinds are made with faculty mem- 
bers, hospital administrators, presidents of 
universities, student nurses, uniform manu- 
facturers, publishing companies, and others. 
Persons in charge of public health nursing 
agencies and health centers likewise are daily 
making contracts with employers, employees, 
with lay individuals and allied agencies, and 
with other groups. 

Written contracts involve more vital mat- 
ters. The program described in a catalog 
of a school of nursing is an offer to candidates 
for the school of nursing. When candidates 
accept the offer a contract is made and the 
student has a right to expect the school to 
live up to the terms of the agreement. 

In general, a contract is thought of as a 
promise or a set of promises, made by two 
or more persons and usually offered by one 
and accepted by the other. Definite persons 
must be named in a contract and these must 
be persons on whom responsibility can be im- 
posed. Needs and demands must be stated in 
clear and unambiguous language and must 
include vital issues, especially those over 
which controversy or misunderstanding might 
arise. At best, there will be many details, 
not included in the written contract, which 
will require mutual common-sense agreement 
later. 

The contract may be completely drawn 


Cratos of ARE not new to adminis- 





Miss Miller is dean of the School of Nursing of 
Emory University, Georgia. 


up from minutes of meetings where discussions 
of. the affiliation have taken place. But 
before a discussion can begin concerning the 
contract itself, the groups involved must state 
overall philosophies and objectives, as well 
as the objectives of each in offering and 
accepting the particular affiliation. A contract 
which includes integrated areas of learning 
in public health with each clinical area of 
experience in the hospital will involve greater 
detail than one which covers a continuous 
period of from two to four months at a speci- 
fied time in the student’s program. However, 
the common items to be discussed in any 
working agreement in an affiliation between 
a public health agency and a school of nursing 
will not vary greatly regardless of the method 
of obtaining the experience. Major con- 
sideration in such a contract will include: 


1. Basis for selection of students to the School 
of Nursing 

2. Academic preparation of the student 

3. Professional preparation of the student 

4. Time to be spent in the affiliation. This should 
include statements about the number of hours each 
day, days per week, the number of weeks, and a 
notation concerning the holidays which will be 
observed 

5. Number of students to be assigned at designated 
intervals. The maximum number which can 
accommodated in any one year should be designated 
by the receiving agency as well as the number of 
students to be assigned in each group 

6. Preparation of faculty and staff who are to 
direct or be concerned with the students’ experience 

7.A description in some detail of the educational 
and experience program planned for the students, 
and supervision given by the agency 

8. Financial arrangements. There should be definite 
statements: concerning responsibility for living ex- 
penses, tuition, stipends 

9. Field uniforms . 


10. Medical care and hospitalization. This should 


include a statemént of responsibility for care as well 
as for fees, with notations about illness or accident 
insurance, et cetera 

11. Loss of time from field program allowed 

12. Records: health, evaluation, and experience 

13. Social life. 


The field agency accepts responsi- 








bility for guidance if the student lives off the home 
campus 

14. Students who fail to adjust. A statement of the 
action to be taken if student fails to make a satis- 
factory adjustment after a designated period of time 


15. Termination of contract 


The procedure in our own situation in 
establishing the affiliation of Emory Uni- 
versity School of Nursing and the Fulton 
County Public Health Agency followed along 
these general lines: 

In making the initial plans a number of 
discussions took place between the heads ‘of 
the agencies involved with members of the 
Advisory Committee of the School of Nursing, 
with state and county public health officials, 
with the faculty and staff of each contracting 
agency, and with members of the State Board 
of Examiners of Nurses for Georgia. The 
philosophies of each agency were discussed, 
also the purpose of the affiliation and the 
problems anticipated. Public health field 


It is hereby agreed by Fulton County Public 
Health Nursing Department, Atlanta, Georgia, and 
Emory University School of Nursing, Emory Uni- 
versity, Georgia, as follows: 

That students enrolled in Emory University School 
of Nursing who have earned or are in the process 
of earning baccalaureate degrees at Emory University 
may be assigned to receive public health experience, 
supervision, and instruction under direction of 
Fulton County Public Health Nursing Department, 
and/or other acceptable areas designated by the 
Georgia Department of Public Health Nursing. 


Placement: 

That nurse students will be seniors in the home 
school at the time of affiliation; and will have 
completed at least two years of academic university 
work. That each student will have completed 
theoretical courses and experience in Nutrition and 
Diet Therapy, Operative Aseptic Technic, Medical 
and Surgical Nursing, Maternal and Infant Care 
and the Care of Children, before she is assigned 
for experience in the public health field. 


Numbers and Time Assigned: 

That students (not to exceed six at any one time) 
will be assigned according to a planned schedule (to 
be submitted at least six months in advance of 
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trips were made together by representatives 
from each contracting agency to observe the 
experience offered. The qualifications of the 
supervisors, the type and amount of experience 
available, and the preparation of the student 
for the program were considered. 

At this point persons in each agency were 
designated to form a committee to continue 
and initiate the plan. With the basic in. 
formation at hand as a guide as outlined 
above under “major considerations,” two 
members of the committee drew up a contract 
for discussion by the committee as a whole. 
A number of changes and additions were 
made before the contract was acceptable and 
ready for the signatures of those persons who 
would assume the final responsibility for its 
operation. This contract was also presented 
for consideration to the Fulton County Board 
of Health and the Advisory Committee of 
the School of Nursing. 

A sample agreement reads as follows: 


assignment) for eight weeks (eight hours per day, 
including one-half hour for lunch, for five and one- 
half days per week). 

That each student will be assigned Monday through 
Friday, from 8:30 a.m. to 4:30 p.m. Each Saturday 
the student will report from 8:30 a.m. to 12:00 noon. 

That each student will be allowed all holidays 
observed by the public health agency and will carry 
neither practical nor theoretical work in the home 
school during this assignment. 


Experience, Instruction and Supervision: 
That the minimum experience will be: 














Orientation 2 days 
Lectures 40 hours 
Demonstrations 12 hours 
Conferences (individual and group) and 
Clinics 40 hours 
Clinic Sessions to include: ‘ 
Maternity ---.---.- 2 clinics eee 2 conferences 
Child Health_...-..2 clinics Midwife -.-.---as available 
Immunization  ---.-4 clinics School Health-_-as available 
Venereal Disease_.2 clinics ee, as available 
Tuberculosis --..- 2 clinics Family Spacing as available 


Conferences with the following: health officer; 
dentist; supervisor; social casework supervisor; 
health education supervisor; nutritionist; sanitarian; 
and sanitary engineer. 

Visits to other agencies: Social Service Index; 
Battey General Tuberculosis Hospital; Rapid Treat- 
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ment Center for Venereal Disease; and Department 
of Public Welfare. 


Home visits: 











Observation Under Visits Total 
and partici- super- alone 
pation vision 
Maternity ~..-.--...- * 4 4 12 
Health service: 
Sr 1 2 
Preschool --- ae 1 2 
School -.--- ee 2 1 2 
Handicapped ----.. 1 pref- 1 
erably 14 
Morbidity: ‘ 
General communica- 
ble including tuber- 
culosis, syphilis, and 
gonorrhea --..----- 4 o 4 12 





Financial Arrangements: 

That for instruction, supervision, and field ex- 
perience for students Emory University School of 
Nursing will pay a total sum of $................ per month 
to Fulton County Health Department, beginning 
for a period of one 





month date year 
calendar year at which time the contract and its 
terms will again be considered. 

That students will assume transportation costs 
from Emory University campus to and from the 
agency to which they are assigned. In addition, it 
may be necessary for students to pay transportation 
for field experience. Students may be housed at 
Emory University and receive two meals per day 
without additional cost to student. (Three meals 
on Sundays and holidays.) 

Students will not receive stipends from the 
agency, neither will students pay tuition to the 
agency. 


Preparation of Staff and Faculty: 

That the faculty and the staff preparation is ac- 
cepted as it appears in the 1946 catalog of the School 
of Nursing and the 1946 personnel practices of Fulton 
County Public Health Department, respectively. 


Uniforms: 

That student will wear the uniform acceptable to 
the receiving agency: 
(Detailed description of indoor and outdoor uni- 
forms for the whole year is inserted here.) 


Health, Illness, Loss of Time: 

That a medical report of examination and treat- 
ment will be furnished from the home school one 
week prior to affiliation. 

In the event of acute illness, student will be ex- 
amined in the Student Health Service, Emory Uni- 
versity, or admitted directly to Emory University 
Hospital, at hospital expense. 

If a student is absent from the agency, for any 
reason, longer than three days (in an eight-weeks- 
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period) she will be expected to make up the ad- 
ditional days in the affiliating agency. 


Records: 

That the following records* will be exchanged 
(and will be sent one week before the student is 
to be assigned for experience, in the agency or the 
home school): 

Health, including physical examinations and im- 

munizations 

Evaluation 

Experience 


Students who fail to adjust: 

That if at the end of three weeks a student fails 
to make a satisfactory adjustment according to the 
educational director and the supervisor, the dean 
of the school of nursing should be given a detailed 
report in writing by the agency. Should the student 
fail to adjust following conferences, she may he 
returned to the home school before her experience is 
completed. 


Meetings: 

That meetings of representatives from the school 
and the agency will be held the fourth Wednesday 
in each month at 8:30 a.m. 


Terminating the contract: 

Either agency (School or Public Health) may 
discontinue this arrangement with a previous notifica- 
tion of 12 months. 

At the end of one year, it is recommended that 
the terms of this arrangement be reviewed and re- 
vised, if necessary. 

Goopricu C. Waite, President 
Emory University 
Emory University, Georgia 


Jutta M. Miter, Dean 
School of Nursing 

Emory University 

Emory University, Georgia 


T. F. ABERCROMBIE, M.D. 
Georgia State Health Officer 
Atlanta, Georgia 


Roy W. McGee, M.D. 
Commissioner of Health 

Fulton County Health Department 
Atlanta, Georgia 


Lessr—E C. Taytor, R.N. 

Director and Educational 

Director in Nursing 

Fulton County Health Department 
Atlanta, Georgia 





* Samples of the records used in the Emory Uni- 
versity agreement are available on loan from NOPHN, 
as are similar samples from other affiliating agencics. 























Supervising the Practical Nurse 


By RUTH FARRISEY, R.N. 


has employed practical nurses, or as they 
are called in Massachusetts, “licensed at- 
tendants,” intermittently for 20 years. Their 
employment was interrupted in 1936, because 
is was thought to be too costly and the case 
load too widely scattered. It was resumed in 
1942, as the chronic case load had markedly 
increased and the wartime nurse shortage 
made such a program desirable. The terms, 
practical nurse and licensed attendant, are 
used interchangeably in this paper and refer 
to that individual who has had some formal 
instruction in nursing in a school equipped to 
train this type of personnel. Usually such a 
nurse is given a certificate at the completion 
of her course and is competent, in general, to 
do simple nursing procedures. These workers 
are licensed under the title of licensed at- 
tendant in Massachusetts. The Visiting Nurse 
Association has been quite selective in choos- 
ing them for employment on three grounds 
(1) previous job achievement (2) personality 
and (3) interest in bedside nursing care, since 
their primary duty is the care of chronics. 
The agency has found its practical nurses 
to be invaluable adjuncts, especially since 
their function has become well understood and 
their time and efforts properly utilized. It 
was found after some experimentation that 
their services are best used in general bedside 
nursing care, the administration of cleansing 
enemata, uncomplicated dressings such as 
those to decubital and varicose ulcers, as- 
sistance with such orthopedic rehabilitation as 
is adjudged safe by the orthopedic supervisor, 
and more recently, insulin and liver injections 
after such treatment has been instituted and 
observed for a time by a professional nurse. 
It has not seemed advisable to allow practical 


7 HE Visiting Nurse Association of Boston 





Miss Farrissey, formerly a supervisor on the staff 
of the Visiting Nurse Association of Boston, was at 
the time of writing this article a degree student at 
Simmons College in Boston. ; 


nurses to take the responsibility for the fol- 
lowing: communicable disease cases; ortho- 
pedic treatments and exercises of any degree 
of complexity; difficult dressings; Kenny 
treatment; maternity nursing; or any nursing 
care requiring the use of special equipment, 
such as oxygen administration to asthmatics, 
infra red therapy, or blood pressure reading. 
In addition, it has been noted that good 
practical nurses quickly become aware of 
teaching opportunities in the homes in which 
they visit. With help and supervisory guid- 
ance, the practical nurse should be able to 
teach families to assume responsibility for 
patient care between visits and to be prepared 
for the nurse’s visit, with certain exceptions. 
A definite prohibition is imposed on the prac- 
tical nurse, in that she may not teach patients 
or families concerning hypodermic or intra- 
muscular injections. Whether or not the prac- 
tical nurse should be encouraged to do health 
teaching is a matter to be decided by the 
individual supervisor. For the most part, we 
believe, planned and purposeful teaching of 
this kind seems more suitably placed in the 
hands of professional nurses. 

In addition to the restrictions applied to 
nursing care, it has appeared justifiable to 
impose certain other limitations upon the 
practical nurse. It is our policy that none ex- 
cept professional nurses shall admit cases for 
care unless an emergency arises. Failing per- 
sonal knowledge of the case, the supervisor 
must depend upon the observation and eval- 
uation of a professional staff member to deter- 
mine the suitability of the case for the prac- 
tical nurse. Day by day brief accounts of the 
condition of the patients seen are required by 
the supervisor and the practical nurse is 
helped to judge her patients’ progress or lack 
of it. At certain times, it has been deemed 
permissible for the practical nurse to call the 
doctor in attendance to discuss patient prob- 
lems. In most instances, however, such con- 
tacts seem to be made more effectively by the 
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supervisor or her assistant following a thor- against over-identification with patients seen 
ough discussion of the case with the attendant. too long and too continuously. From the be- 
This latter holds true for cases requiring re- ginning of her experience with the Visiting 
ferral in casework agencies. Such cases Nurse Association, the practical nurse is 
are seen personally and evaluated by the helped to adjust to a changing scheme of 
supervisor or trusted staff member before a_ things. This persistent, gradual process of 
decision for referral is reached. The actual change makes easier the transfer to profession- 
conference with the social worker concerned al nurses of chronic cases which have become 
is conducted by the professional person who complicated; makes planning for vacation re- 
made the appraisal. If time permits, the prac- lief less difficult since more nurses than the 
tical nurse may profitably sit in upon such a_ practical nurse are familiar with the case; 
conference. The supervisor should make her- and guards against over- or under-visiting, 
self accessible and approachable, so that since periodically all cases get back into the 
practical nurses will feel free to consult her hands of professional personnel for evaluation 
regarding plans for future care of patients, of service rendered and progress made. 
discussion of social and health problems, and Effective supervision is a continuous task. 
personal problems which may or may not be Practical nurses require more detailed super- 
affecting their work in the district. Discharge vision than professional staff members, be- 
of all cases except in the event of death or cause their background and training deficien- 
removal to an institution is done only after cies must be compensated for by constant 
the case has been observed and evaluated by help and guidance. Certain areas seem to re- 
a trained worker. quire constant emphasis. First, the supervisor 
must emphasize the necessity for completely 
. adequate nursing care which avoids both the 
Say practical nurse’s case load must be se- pitfalls of insufficient and more than sufficient 
lected with consummate care. It is all too service. Second, technics used by the nurse 
easy to assign cases in such a way that the in the district must be brought into conformity 
burden of heavy chronic nursing will be rest- with agency standards by careful education 
ing directly upon the shoulders of this nurse. and demonstration. Third, the worker must be 
This kind of assignment is not only inadvis- taught to utilize family help and also to ob- 
able—but unfair. It is unfair because such a_ serve family health needs. Fourth, the nurse 
» case load tends to be monotonous; chronic must receive instruction regarding agency 
cases are frequently heavy from a physical policies, the writing of medically and legally 
standpoint and depressing from an emotional acceptable records, and the working out of 
one; and the travel time involved in complet- reasonable fees to be charged for nursing 
ing the day’s round of cases may not be con- service. Fifth, good supervision involves the 
sistent with economy of time or worker effort. periodic analysis of the job of the attendant 
It is inadvisable because it may be frustrating nurse in general and an observation and eval- 
or unnecessarily burdensome to the nurse. To uation of the particular worker assigned to 
be sure, the attendant’s special province has that supervisor. Sixth, as mentioned above, 
been found to be the care of the chronically discreetly and carefully selected cases must 
ill and the aged, because the supportive nurs- _ be assigned. 
ing care required by these groups is compara- 
tively simple in nature. Occasional opportu- 
nities to give care to patients who are acutely ‘Sanacaiones is a plan for supervision which 
ill or hopefully convalescent are indicated. we worked out in 1944, and have found 
These nurses also enjoy giving nursing care quite useful. It is not intended to be an arbi- 
to children. Any carefully considered variation trary schedule, and supervisors are at com- 
of an otherwise static program is usually plete liberty to modify it at will. Indeed, 
much appreciated. It pays dividends, too, in daily events which occur in the district and 
renewed interest and in rededication to the a rapidly changing case load force modifica- 
cause of improved nursing care. Periodic re- tions of the plan. In following such an out- 
distribution of the chronic case load tends to line, the supervisor might seem to spend an 
combat not only fatigue, monotony, and un- inordinate amount of time in observing one 
economical use of time, but also guards nurse. Although her primary aim may be 
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supervision of the practical nurse, the super- 
visor in pursuing such a plan seems to en- 
counter other concomitant rewarding expe- 
riences. It affords the opportunity for fre- 
quent periodic reviews of the case load and 
more particularly of the chronic load. It 
provides the supervisor with a chance to con- 
sult local physicians and casework agencies 
regarding patient problems and incidentally 
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supervisor is called upon to visit regularly 
in the district. This visiting is not only ap- 
preciated by patients and families but also 
is a means of building up better agency- 
neighborhood relations. Much individual edu- 
cation is required by practical nurses, and 
the wise supervisor seizes each opportuity to 
interpret policies, to instruct, and to help 
the nurse become a better informed agency 
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PLAN FOR SUPERVISION OF PRACTICAL NURSES 


Office Supervision 


Field Supervision 





January 






























February 


March 


April 


June 


July 


year. 

Assignment of suitable acute cases. 

Routine check on records two or three times 
per month for completeness and accuracy. 

Check on necessity for conferences with 
physicians. 

Review of fees collected. 

Check on frequency of visits to cases. 


Equalize burden of chronic case load, pro- 
vide variety in cases to be followed. 

Office supervision as above. 

Review of specific agency policies in con- 
nection with cases now under care. 


Routine record supervision. 

Continued interpretation of agency policies. 

Discussion of limitations of service rendered 
in these days of nurse shortage. 


Review of recent and past doctors’ orders. 

Interpretation of new diagnoses. 

Review of records for accurate recording of 
diagnoses and orders. 


Help nurse to prepare chronic summaries 
and record same. 

Review and record doctor’s findings on his 
periodic visit to chronics. 

Review of family health problems as re- 
ported by attendant and as observed by 
supervisor during this period of intense super- 
vision. 

Preparation of chronic case file. 


Analysis of attendant’s work for the half 
year period. 

Preparation of anecdotal or narrative report. 

Annual formal evaluation of work with 
nurse. 


Arrangement of work and records so that 
cases can be cared for during nurse’s vacation. 

Cases returned to professional staff members. 

Conferences with these nurses regarding 
cases so re-assigned. 
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Supervision of cases involving: (1) fee 
problems (2) acute conditions (3) over- or 
under-visiting. 


Supervision as solicited by the nurse and as 
seems advisable. 


Supervision of chronics carried for long 
periods, with consideration of kind of service 
being given, necessity for fee adjustments, et 
cetera. 


Continued supervision of chronics. 

Discussions with families to urge medical 
supervision as required by agency policy. 

Plans for those patients who cannot afford 
private medical care: (1) contacts with social 
agencies (2) contacts with medical agencies 


Complete supervision of cases carried by 
nurse. 

Acquire new nursing orders as seems neces- 
sary in light of recent supervisory visits. 


Supervision only as solicited or as indicated 
by the severity of the case. 


Vacation is often most easily planned for 
this month. 











Octo 


Nov 


Dece 
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Month 
of Year Office Supervision Field Supervision 
August Redistribution of cases to attendant. 
Addition of suitable new ones. 
September Analysis of cases active and evaluation of Supervision of such cases as are held in 
of them. question: Is agency making a contribution? 
Picture of over-all case load. 
October Review of such policies as are called into Supervision of chronic cases. 
play by cases presently under care. Arrangements for biannual doctor’s visits. 
Help nurse with writing chronic summaries. 
November Chronic summaries completed. Arrangement of case load for coming winter 
New orders and diagnoses reviewed. with view to: (1) travel time involved (2) 
Review and correction of chronic file. kind of service to be rendered (3) possibility 
Family health problems reviewed. of families’ assuming more responsibility. 
Brief, informal evaluation conference of 
work of nurse for last half of year. 
December Routine record supervision. Supervision only as necessary. 


Preparation for January review of cases. 
Telephone contacts with social and other 


agencies as may be indicated. 


Christmas provisions from various funds for 
chronics and others with long-term diseases. 


The problem of what to supervise is not as 
knotty as how to supervise non-professional 
nurses. Good supervision starts with the 
supervisor’s attitude. The well adjusted super- 
visor should be stable, impartial, patient, and 
fair. These attributes are particularly im- 
portant in dealing with a mixed staff of pro- 
fessional and non-professional workers. Ideal- 
ly, she should have a conviction of the very 
real value of practical nurses and should be 
zealous in helping her professional staff to 
atrive at a similar conviction. She should 
know in detail the differences in training and 
background between trained and practical 
nurses; and with this in mind, she and her 
director should work out policies regarding 
the limitations imposed upon practical nurses. 
Such policies should be written, so that in 
her absence, any graduate staff member will 
be able to judge the type of case which is 
suitable for non-professional nurses. All cases 
which are given to practical nurses for ex- 
tended care must pass through the hands of 
the supervisor, in order to lessen the danger 
of exploitation of the nurse by staff members 
who might wish to unload some of their heav- 
ier nursing burdens. Good working relations 
should be fostered between both groups of 
workers by the supervisor, by the making of 
fair time schedules, by the equable distribu- 
tion of cases, by the official acknowledgement 
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of work well done through supervisory con- 
ferences, and by the careful inclusion of non- 
professional workers in overall office planning. 
We of the Boston Visiting Nurse Association 
have tried to be most conscientious in giving 
definite status to our practical nurses by pro- 
viding them with similar vacation and sick 
leave time and other privileges in common 
with the professional staff. The licensed at- 
tendants have also enjoyed being included 
in the formal agency and informal office edu- 
cational programs and seem to have profited 
by exposure to both. 

Practical nurses have complained in the 
past and with some justification that grad- 
uate nurses are unwilling to acknowledge the 
great contribution of non-professional nurs- 
ing personnel; and, if they are acknowledged 
as co-workers, they are given unnecessarily 
menial tasks to perform. Fully prepared pub- 
lic health nurses must realize that nursing, 
medical, and economic changes in our society 
have swept the practical nurse to a most 
prominent place in the nursing world. Her 
services, if properly utilized and supervised, 
can help in carrying on the agency’s support- 
ive nursing care program, can relieve the 
nursing burden on the professional staff, and 
can be of inestimable assistance in coping 
with the increasingly larger problem of the 
chronically ill. 














SEXUAL BEHAVIOUR IN THE HUMAN MALE 


By Alfred C. Kinsey, Wardell B. Pomeroy and Clyde E. 
— Philadelphia, W. B. Saunders, 1948, 804 p. 


“The history of medicine proves that in- 
sofar as man seeks to know himself and face 
his whole nature, he has become free from be- 
wildered fear, despondent change or arrant 
hypocrisy. As long as sex is dealt with in 
the current confusion of ignorance and sophis- 
tication, denial and indulgence, suppression 
and stimulation, punishment and exploitation, 
secrecy and display, it will be associated with 
a duplicity and indecency that lead neither 
to intellectual honesty nor human dignity.” 
Thus Dr. Alan Gregg, Rockefeller Founda- 
tion, prefaces the text of the so-called Kinsey 
report. 

The public health nurse will find in this 
report unlimited objective data statistically 
analyzed from which she can obtain, perhaps 
for the first time, a sound scientific under- 
standing of the sexual behavior and the 
implications of sex behavior of the male 
population with which she works. Sex and 
sexual behavior have been the subject of 
volumes of books which clutter up the average 
library. Many of these are pseudo-scientific 
in character and interpretations are given 
and conclusions drawn which are not sub- 
stantiated by any factual data submitted. 
As is brought out in the historical introduction 
to this work, “For some time now there has 
been an increasing awareness among many 
people of the desirability of obtaining data 
about sex which would represent an accumu- 
lation of scientific fact completely divorced 
from questions of moral value and social 
custom. Practicing physicians found thou- 
sands of their patients in need of such ob- 
jective data. Psychiatrists and analysts found 
that a majority of their patients need help in 
resolving sexual conflicts that have arisen 
in their lives. An increasing number of per- 
sons would like to bring an educated intelli- 
gence into the consideration of such matters 
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as sexual adjustnients in marriage, the sexual 
guidance of children, the premarital sexual 
adjustments of youth, sex education, sexual 
conflicts which are in conflict with the morals 
and problems confronting persons who are 
interested in the social control of behavior 
through religion, custom and the presence of 
the law. Before it is possible to think scien. 
tifically on any of these matters, more needs 
to be known about the actual behavior of 
people and about the inter-relationships of 
that behavior with the biologic and _ social 
aspects of their histories.” According to the 
authors the present study represents an intent 
to accumulate an objectively determined body 
of fact about sex and strictly avoid social 
or moral interpretations of the fact. “Each 
person who reads this report will want to 
make interpretations in accordance with his 
understanding of moral values and social 
significances, but that is not part of the 
scientific method and indeed scientists have 
no special capacity for making such evalua- 
tions.” 

The study was Started and supported by the 
University of Indiana and later received the 
support of the National Research Council 
and was granted funds by the medical division 
of the Rockefeller Foundation. In the opinion 
of this reviewer, Dr. Kinsey and his asso- 
ciates have succeeded admirably in attaining 
their objective. The nurse or any other 
person reading this book without prejudice 
from preconceived ideas or traditions, can- 
not fail to gain in both the knowledge and 
understanding of the behavior of the human 
animal. Readers in search of the truth will 
find it here and based upon scientific research 
rather than on individual experiences. “Reali- 
ty has many facets, some too readily disputed 
or denied by those who rely only on their own 
experience.” The reader will find much of 
a startling nature in this report and many 
preconceived notions about sex and sex be- 
havior will need to be relegated to the scrap 
pile of delusions and myths. 
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Some of the statistics will be most surprising 
to the average reader. Approximately 85 
percent of all persons who have not gone to 
college engage in premarital intercourse. 
Data indicate that at least 37 percent of the 
male population has some homosexual ex- 
perience between the beginning of adolescence 
and old age. Thirty to 45 percent engage in 
extra-marital intercourse. The peak of sexual 
activity in the human male is in the middle 
and late teens. Almost 70 percent have had 
relations with prostitutes by the time they 
reach 35 years of age. 

Of primary importance to the public health 
nurse is the fact that sexual behavior varies 
considerably in different age, social, edu- 


cational and economic groups. Sexual pat- 
terns are very well defined in certain 
social and educational levels. Since the 


public health nurse works with all ages and 
social and educational levels, facts brought 
out in this regard will be of the utmost im- 
portance to her in her future thinking on 
nursing relationships. The chapter entitled 
Interviewing offers some extremely valuable 
information to the public health nurse regard- 
less of her particular field of activity. Certain 
factors in interviewing, such as “establishing 
rapport,” the “confidence of the record,” 
“technical devices in interviewing,” “recogniz- 
ing the subject’s mental status,” apply equally 
well to nursing interviews. For example, in 
“establishing rapport,” Kinsey believes that 
there are only two reasons why individuals 
hesitate to contribute sex history to a scien- 
tific project. He may hesitate because he 
fears the interviewer will object to something 
in his history; and he may fear a loss of 
social prestige, or legal penalties, if ‘his 
history were to become a matter of public 
knowledge. “A scientist studying sex should 
be able to accept any type of sexual behavior 
objectively, listen to the record without 
adverse reaction, and record without social 
or moral evaluation.” Does not the same 
principle apply to the nursing interview, 
particularly in the fields of venereal disease 
and maternity (‘‘illegitimate” pregnancies, 
abortions)? In the same vein, “But some- 
thing more than cold objectivity is needed in 
dealing with human subjects. One is not likely 
to win the sort of rapport which brings a full 
and frank confession . . . unless he can con- 


vince the subject that he is desperately 
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anxious to comprehend what his experience 
has meant to him. Sexual histories often 
involve a record of things that have hurt, of 
frustrations, of pain, of unsatisfied longings, 
of disappointments, of desperately tragic 
situations, and of complete catastrophe. The 
interviewer who senses what these things 
can mean, . . . who shares something of the 
subject’s hope that things will, somehow, 
work out right, is more effective, though he 
may not be altogether neutral.” 

Kinsey emphasizes the absolute necessity 
of not only reassuring the subject being 
interviewed but of actually keeping the con- 
fidence of the record. He further points out 
that, “Few professional people seem to know 
what it means to preserve the absolute con- 
fidence of a record. Professional confidence 
too often refers to the discussion of individual 
cases with anyone in the professional frater- 
nity.” 

The discussions on “recording at time of 
interview,” “systematic coverage,” and 
“standardizing the point of the question” 
will be of value to anyone doing interviewing. 

The implications of the factual material 
and conclusions drawn from Kinsey’s report, 
in relation to venereal disease control, are 
many. In this connection it is brought out 
that “there are quite a few individuals, 
especially of the grade school and high school 
levels who find more interest in the pursuit 
and conquest and in a variety of partners 
than they do in developing long-time re- 
lations with a single individual. . . . Sometimes 
the interest which such a promiscuous male 
has in heterosexual coitus does not involve 
any interest in the girls themselves. Many 
a lower level male states quite frankly that 
he does not like girls and that he would have 
nothing to do with them if it were not for 
the fact that they are sources of intercourse. 
. . . Until such attitudes are comprehended 
by clinicians and especially by public health 
officials and until such professional groups 
understand the lower levels’ ability to effect 
frequent contacts with such a variety of 
partners, the control of venereal disease is 
not likely to become more effective.” 

The text clearly brings out the differences 
in the sexual behavior patterns in the various 
age groups and socio-educational levels. ‘The 
patterns of those with less than an eighth 
grade education, for example, are strikingly 





different from those who go to college. From 
Kinsey’s work it seems apparent that the 
public health officer or nurse could profitably 
direct the major portion of his venereal 
disease control activities to that part of the 
population between the ages of 16 and 25 
years who have less than a tenth grade edu- 
cation. Similarly, venereal disease “edu- 
cational’ materials should also be pointed 
to this group. 

To those workers in the field of venereal 
disease control who swing with the pendulum 
on the thesis that such control is primarily 
a matter of control of promiscuity (St. Louis 
Venereal Disease Control Conference) and 
who applaud “The New Look” in postwar 
military venereal disease philosophy, Kinsey 
has served a large chafing dish heaped with 
disillusionment. On the other hand, the 
old-fashioned epidemiologist who believes 
that the control of venereal disease is still 
primarily a matter of prophylaxis and de- 
creasing the size of the infected reservoir, 


The Cost of Prenatal Service 
(Continued from page 310) 


place of office and field work together. But 
a taxi service, carrying the nurse to a further 
distance in less time, would remove the area 
reason for a substation. Possibly two sub- 
station supervisors, relieved of much record 
work, could handle the work now needing 
three. Clerical work consolidated into two 
substations could probably be handled more 
efficiently. Fewer substations would not inter- 
fere with an adequate number of clinics. 

Time reports. Time reports should be re- 
quired to total 3544 hours a week rather than 
6% hours a day. This would assure accurate 
accounting of hours spent and yet preserve 
a wholesome spirit of flexibility in quitting 
time, allowing greater advantage to be taken 
of savings in travel. 
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may be seen with a pleasurable smirk on his 
face. Before he gets caught with this in 
public, however, he should warily conclude 
that he too will have to change his sights a 
bit. The aura of smug satisfaction experi- 
enced when he obtained the three contacts 
from the infected teen-ager will be quickly 
dissipated when he realizes the teen-ager was 
just “pulling his leg.” The other ten or 
twelve contacts will have to be obtained when 
the patient returns with his reinfection. 

This book should be a very valuable ad- 
dition to the library of any public health 
nurse whether her particular interest concerns 
generalized public health nursing, maternal 
and child health, school nursing (sex edu- 
cation), or venereal disease control. In the 
opinion of this reviewer the book is a “must”, 
not only for public health nurses but for every 
person following a career in public health. 
Joun A. Cowan, M.D., Director, Bureau of Venereal 


Disease Control, Michigan Department of Health, 
Lansing 4, Michigan. 


. 


Public use of the prenatal service. Since the 
purpose of the prenatal service is to give 
adequate care and instruction during and 
after the pregnancy to assure a_ healthy 
mother and child, measures to increase the 
average number of months of service from 
the present 2.9 should be undertaken. The 
nurse is the friend of the whole neighborhood, 
and it should be her responsibility to instruct 
in the importance of early visits to clinic and 
to urge expectant mothers to attend. 

Significant facts brought to light by the 
study were (1) patients were being admitted 
to service late in pregnancy (2) travel time 
in one of the substations was significantly 
higher than in the others (3) transferring 
information from one record to another was 
an important cost and (4) more patients 
could be seen in clinics without increasing 
actual nursing costs. 
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NOTES FROM THE NATIONAL ORGANIZATION 
FOR PUBLIC HEALTH NURSING 


NATIONAL FAMILY LIFE CONFERENCE 

On May 6-8 the First National Conference on 
Family Life convened in Washington, D. C., under 
the sponsorship of 125 national organizations con- 
cerned with family life. 

Important questions discussed included: 

What is happening to the American family in the 
modern post-war world? 

What specific things does the family need to 
safeguard its strength, welfare, and unity? Can 
these things be provided? How? 

What are the problems which families must meet 
and overcome today? What can the social and 
physical sciences offer to help solve them? 

What conditions have changed American family 
living? And what changes may be expected in the 
future ? 

In short, in what specific ways can all Americans 
work together to build better family life and come 
to grips with the most important issues of family 
living? 

This, the first conference of its kind ever under- 
taken, was primarily composed of working groups in 
which representatives of the participating organ- 
izations were active. Though there were several 
large general sessions, it is from these working groups 
that the findings of the conference will come. 

Representing NOPHN were: Milenka Herc, De- 
troit; Mathilda Scheuer, Philadelphia; Mrs. Eva 
M. Reese, Brooklyn; Mrs. Josephine Pitman Pres- 
cott and Inez Cadel, Washington, D. C.; Kathryn 
Robeson and Ruth Tuckey, New York City; and Fay 
Simmons, New Haven. 

Miss Scheuer attended the White House reception 
for some of the delegates held on May 5. 


THANKS FOR YOUR PROMPT REPLIES 

Instead of sending a cordial thank-you letter or 
postcard to all the 400 public health nursing services 
that returned their 1948 Yearly Review on time, 
the Statistical Service has put its efforts into double- 
checking and further querying the replies, all of 
which were greatly appreciated. 

Some of those receiving a second letter said they 
were glad to answer our further questions because 
they knew that the answers were read and used. 
This is true. 


The questionnaires are reviewed and 
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used so many times and in so many different ways 
that we can almost quote them verbatim. 

If you have not yet returned your questionnaire, 
it is not too late. Statistical Service will still be 
pleased to receive it. 


STATISTICS CONFERENCE 

A conference on public health statistics, sponsored 
jointly by the School of Public Health of the Uni- 
versity of Michigan and the Association of State and 
Territorial Officers, will be held in Ann Arbor during 
the week of June 14. The purpose of the conference 
is to discuss a pattern for the flow of statistical data 
from local to state and federal levels so that it 
may be effectively employed administratively, and so 
that there will be provided a means of evaluating 
public health programs at local and state levels. In- 
vitations have been extended to state health com- 
missioners, local health officers, professors of public 
health statistics from the schools of public health, and 
federal bureau representatives. NOPHN will be 
represented by Dorothy E. Wiesner. 


NOPHN FIELD SCHEDULE 

Staff Member Place and Date* 
Anna Fillmore Chicago, Il]—June 5-6 
Elizabeth Stobo Wilkes Barre, Pa—June 9, 10 
Ruth Fisher Pennsylvania 
Sybil H. Pease Chicago, Ill—June 5-6 
Boston, Mass——June 7-14 
Chicago, Ill—June 5-6 
Boston, Mass.—June 7-14 
L. Enid Bailey Lincoln, Neb.—June 7 
Edith Wensley Amherst, Mass.—June 17 
DorothyE.Wiesner Ann Arbor, Mich—June 14-18 

May field trips, in addition to the schedule pub- 
lished last month, include: Ruth Fisher—New 
London, Conn.; Sybil H. Pease—Pittsburgh, Pa., 
and Washington, D. C.; Mary Schmitt—Denver, 
Colo., Seattle, Wash., Pittsburgh, Pa., and Wash- 
ington, D. C.; Mary E. Shaw—Washington, D. C.; 
Louise M. Suchomel—Bridgeport, Conn., and Wilkes 
Barre, Pa.; Alberta B. Wilson—Luzerne Co., Pa., 
and Boston, Mass.; and M. Olwen Davies—Washing- 
ton, D. C. 


Mary Schmitt 





* Exclusive of the Biennial Nursing Convention, 
Chicago, Ill., May 3i-jJune 4, which all NOPHN 
staff members attend at various times. 
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ie presents the President of the United States with a certificate of life mem! 
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NOPHN. Pres left to right, Mrs. Brita Berkley, President 


PRESIDENT TRUMAN AWARDED LIFE 
MEMBERSHIP 

As part of the observance of National Public 
Health Nursing Week, April 11-17, a delegation 
from the NOPHN visited the White House and pre- 
sented President Truman with an honorary life 
membership in NOPHN. 

Members of the delegation were Mrs. Charles E. 
Rolfe, of Hamden, Connecticut, chairman of the 
NOPHN Board and Committee Members Section; 
Mrs. Brita Berkley, Bureau of Public Health Nursing, 
Health Department, Washington, D. C.; Dora Dane 
McNeil, IVNS, Washington, D. C.; and Mrs. Edith 
Wensley, NOPHN public information consultant. 

In making the presentation Mrs. Rolfe thanked 
President Truman for the message that he had 
sent to NOPHN in honor of the “Week,” (Pustric 
HeattH Noursine, April 1948, p. 165) and stated 
that NOPHN was presenting him with an Honorary 


bership in 
s. Relfe, and Dora Dane McNeil. 


Life Membership “in appreciation of his interest in 
public health nursing and all health work.” 


100% AGENCIES 

While the final membership list for biennial 
voting was being compiled, it was noted that the 
number of 100% agencies had increased since the 
last listing. Recognition and thanks are due to the 
local and state membership chairmen who ac- 
complished this result through their able interpreta- 
tion of NOPHN to the nurses on the staffs of these 
organizations. They have been convinced and have 
convinced their colleagues that membership in 
NOPHN strengthens any program planned to benefit 
all public health nurses, the agencies which employ 
them, and the communities in which they work. 

Michigan heads the list in number of new 100 
percenters among the following up-to-date additions 
to earlier reports: 
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: Were Division of Public Health Nursing, Territorial 


Department of Health 


ILLINOIS 
Belleville—Belleville Public Schools 


KENTUCKY 
sboro—Metropolitan Life 
Nursing Service 


Insurance Company 


GAN 

Allegan—Allegan County Health Department 
Bay City—Public Health Nursing Service of the Michi- 

gan Civic League and Bay City 
Detroit—Detroit League for Planned Parenthood 
Grand Rapids—Kent County Health Department 
Mt. Clemens—Macomb County Health Department 
Port Huron—St. Clair County Health Department 


MISSOURI Ps 
Kansas City—Visiting Nurse Association of Kansas City. 


WHAT MEMBERS AND 


Dr. Thomas Parran, former chief of the USPHS, 
has joined the staff of the Children’s Emergency 
Fund to head a temporary mission to the Far 
East . . . Constance Long, nurse consultant in the 
Division of Commissioned Officers, has been ap- 
pointed chief of the Nursing Section, Hospital 
Division of the USPHS, as of May 1. She succeeds 
Jessie MacFarlane who retires after 26 years of 
service . . . Marguerite Prindiville, director of the 
Seattle (Wash.) VNS, was honored as an Outstand- 
ing Woman of Achievement by Theta Sigma Phi, 
national journalism honorary, for her distinguished 
work in public health .. . Dr. W. Palmer Dearing 
has been appointed Deputy Surgeon General, USPHS 
... Mrs. Irene McCullogh, area supervisor in the 


USPHS Marks Sesquicentennial 


(Continued from page 307) 


on the 300,000 registered nurses in the United States. 
Realizing the need for more nurses, leaders in the 
profession made plans for increasing the capacity 
of schools and giving refresher courses to inactive 
nurses. In June 1943 Congress authorized the Cadet 
Nurse Corps and the Division of Nursing Education 
was established with Lucile Petry as chief. 

Lack of space prevents a description of the 
many other wartime and later activities of public 
health nurses in PHS, most of which have been 
described in Pusric HeattH Nursinc Magazine. 
These include help given to war impact areas; 
establishment of infirmaries in federal housing units; 
service with national, state and local offices of 
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NEW YORK 
Olean—Cattarau 
ve. Fraga isiting Nurse Association of Staten 

slan 


is County Department of Health 


PENNSYLVANIA 
New Romsiugen— Wommereend County Staff of State 
Bureau of Public Health Nursing 


TERRITORY OF HAWAII 
Lihue, Kauai—Board of Health 
Wailuki, Maui—Bureau of Public 
Territorial Board of Health 


Health Nursing, 


There may be many more, who have not been put 
“on the list.” They are certainly missed, and we’d 
like to know about them and mention them in this 
column. 


FRIENDS ARE DOING 


MLI Home Office, has retired after 26 years of 
service . . . Evelyn Davis, until recently director of 
the Volunteer Bureau of the Council of Social 
Agencies of Greater Boston and a former assistant 
director of NOPHN, is going to Los Angeles to 
head a similar central volunteer bureau now being 
organized . . . Mildred E. Negus, assistant director 
of the Bureau of Public Health Nursing, Washington, 
D. C., Health Department, represented NOPHN at 
a conference of the Elementary Education Division 
of the Office of Education, May 20-22 . . . Doris G. 
Chandler, formerly executive secretary of the Metro- 
politan Health Council of Dayton and Montgomery 
County (Ohio), is now director of health education, 
National Society for the Prevention of Blindness. 


civilian defense; inspection of nurses’ homes in 
connection with the expanded nursing education 
program; development of consultation programs in 
such specialties as industrigl hygiene, venereal 
disease, tuberculosis, and cancer; research in pub- 
lic health methods; and assistance to other federal 
departments such as Migratory Farm Labor Health 
Program in the Department of Agriculture, and for- 
eign missions in the State Department. 

In 1944 the Office of Public Health Nursing was 
established directly under the chief of the Bureau 
of State Services. This was a step toward the 
coordination of all nursing in the Division of 
Nursing which occurred in February 1946. Public 
Law 410 authorized the commissioning of nurses in 
the Public Health Service. As of March 1, 1948, 
there were 477 regular and reserve corps nurse 
officers in the Division of Nursing. 
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On Nursing 


FOUR GROUPS STATE STRUCTURE “PRINCIPLES” 


our different statements of “principles” 

that they wish followed in any plan for 
a new structure of organized nursing were 
given to the Committee on the Structure of 
National Nursing Organizations by four of 
its six sponsoring organizations following a 
meeting April 30 in New York City. 

While not definite statements of the boards’ 
opinions as such on the “Tentative Plan for 
One National Nursing Organization” which 
the Committee has put before the profession 
for consideration and further development, 
the material does offer aid to study and 
evaluation of the plan’s proposals. It was 
decided, therefore, to put the statements into 
print immediately and distribute them as 
widely as possible before the Biennial Con- 
vention in Chicago May 31 to June 4. Any 
other material that promises to help nurses’ 
thinking will be offered to the profession as 
soon as it is available, according to Hortense 
Hilbert, chairman of the Committee on 
Structure. 

The board of directors of the American 
Nurses’ Association requested a joint meet- 
ing on April 30 of the six organizations spon- 
soring the structure study, expressing the 
opinion that “fundamental principles and 
policies should be agreed upon by all partici- 
pating organizations as a basis for further 
discussion and for planning the details of the 
new organization.” 

It was not possible, however, for all six 
boards to assemble as a whole. A quorum 
of the ANA board was present, and quorums 
of the executive committees of NOPHN and 
NLNE, which have the power to act for their 
boards. The American Association of In- 
dustrial Nurses, Association of Collegiate 
Schools of Nursing, and National Association 
of Colored Graduate Nurses were represented 
by two or three members of each board of 
directors. 

A statement, mimeographed in advance by 


the ANA (not the one below), was read. After 
discussing it the meeting adjourned in order 
that the separate organization groups might 
confer. The NOPHN and League commit- 
tees brought in statements of their own. 
Eventually it was decided that each organ- 
ization should give its own statement to the 
Committee on Structure for further study. 
The meeting also voted to ask the Com- 
mittee on Structure to present an analysis of 
areas of agreement and disagreement in the 
statements to the boards at their next meeting, 
and to the membership of the six associations. 
Such analysis will be prepared and distributed 
as soon as possible, according to Miss Hilbert. 
The statements of principles below are those 
given to the Committee on Structure sub- 
sequent to the meeting, and after further con- 
sideration and revision by the several organ- 
izations. While obviously areas of agreement 
exist in them, the areas of disagreement are 
useful in indicating where study is required. 


STATEMENT OF AAIN 

The American Association of Industrial 
Nurses presents the following principles as 
being important to any plan of reorganization: 

1. That there be continued study and that 
it be concentrated first in the district where 
the life of nursing is lived. When the district 
has learned what form of structure will meet 
today’s needs, state and national structure 
will follow the same pattern. 

2.That there be sufficient autonomy of 
specialty groups at local, state and national 
levels to permit development of program as 
rapidly as the group is geared to move. 

3. That membership in the International 
Council of Nurses be maintained if at all 
possible. 

4. That any or all plans presented to the 
entire or any segment of the profession for 
study, consideration, or vote emanate from the 
Committee on Structure only. 
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STATEMENT OF ANA 


I. General Purpose 
1. The general purpose of the reorganization 
of the structure of the existing national pro- 
fessional nursing organizations should be to 
make adequate provision for all nurses* and 
all nursing activities, present and contem- 
plated, within a single national organization.** 


II. Organization 


1. The new organization should be created 
and function in the simplest, most democratic, 
most expeditious, and least expensive manner 
practicable. 

2. All lines of authority should be clear and 
direct. 

3. The new organization should provide a 
framework within which the entire profes- 
sion will be able to discharge its responsi- 
bility for meeting total nursing needs. 

4.In general, local and state associations 
should be organized in a manner correspond- 
ing to that of the national association. 

5. The house of delegates of the new na- 
tional organization should be the highest 
authority within the organization. This would 
also apply where state associations have 
houses of delegates. 

6.The members of the house of delegates 
shall be representative of all groups of nurses. 

7. Members of the house of delegates should 
be nominated by the local association and 
selected by the various state associations. 

8. Machinery should be set up which will 
insure maximum representation from all oc- 
cupational groups of nurses. 

9.The directors and officers of the local, 
state, and national associations in the new 
organization should be elected by the voting 
body,*** (membership or house of delegates), 
of their respective associations. Every nurse 
member of the local, state, and national asso- 





* Wherever the word nurse (or nurses) appears 
in these Principles, it refers to a graduate, registered, 
professional nurse (or graduate, registered profes- 
sional nurses). 

** The new organization should be put into effect 
only after it has been approved by all of the 
participating national professional nursing organ- 
izations. 

*** In some states the voting body is the house 
of delegates; in others the full membership. The 
principle is equally applicable to both situations. 
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ciations in the new organization should have 
the privilege of voting for the officers and 
directors of her respective association. 


III. Membership and dues 

1. The professional membership of the new 
organization should consist of the nurse 
members. 

2. Nurses should therefore serve as the 
voting members of the house of delegates of 
the state and national associations in the new 
organization and at meetings of the member- 
ship of the local and state associations. 

3. Nurses should serve as the officers and 
members of the board of directors of the new 
organization at any level—tlocal, state, or na- 
tional. 

4. Members of the state and national house 
of delegates and of the local, state, and na- 
tional boards of directors should be nominated 
and elected by nurses. 

5. Non-nurses may be eligible for associate 
membership in local, state, or national coun- 
cils. 

6.The foregoing provisions for associate 
membership are contingent upon the prior 
approval of the International Council of 
Nurses. In any event no action should be 
taken which would jeopardize the standing 
of the new organization as an active member 
of the International Council of Nurses. 

7. Professional members should secure 
membership through the local association, 
which would automatically confer member- 
ship in the state and national associations. 

8. Professional members should pay a single 
set of dues annually which would include dues 
to their local, state, and national associations; 
associate members would pay dues which 
would entitle them to associate membership 
in the local, state, and national councils. 

9. Principles 7 and 8 would not apply to 
the professional nurses who were debarred 
from membership in their local or state 
associations because of race or color. Special 
provision should be made for such members 
to permit them to join the national associa- 
tion, to pay their dues directly, and to 
participate in the activities of the national 
association on the same basis as other profes- 
sional members. 

10.The dues of the associate members 
should be substantially less than those of the 
professional members at all three levels be- 











cause of the limitations upon membership and 
voting privileges of the associate members. 

11.Should a national unit exist but no 
corresponding unit on the local or state level, 
associate members should be allowed to join 
at the lowest existing level, with an appro- 
priate adjustment of dues. 


STATEMENT OF NLNE 

(The two members of the board of directors 
of the Association of Collegiate Schools of 
Nursing present at the meeting helped pre- 
pare and agreed with the following principles, 
with emphasis on the need for offering mem- 
bership to schools and agencies.) 

The executive committee of the board of 
directors of the National League of Nursing 
Education was called together by the presi- 
dent to meet with representatives of the 
boards of directors of the other five national 
nursing organizations on April 30, 1948. 

The purpose of the meeting was, chiefly, 
to discuss fundamental principles and policies 
of structure as proposed by the American 
Nurses’ Association. Following the presenta- 
tion of the fundamental principles as prepared 
by the American Nurses’ Association, the 
executive committee of the League board met 
to consider the League’s thinking in relation 
to these proposed principles. 

The executive committee believes as a 
general overall principle that any single 
professional organization which may be 
created must exist primarily for the improve- 
ment of nursing service. 

In considering Item II “Units of Organiza- 
tion—Sections, Councils, and Commissions” 
in the mimeographed material presented at 
the meeting by ANA, the Executive Com- 
mittee believes that: 

1. Standards of education and professional 
practice should be the responsibility of 
specialists in the several areas. 

2. Special areas of interest should have: 

a. Sufficient authority to make progress 
feasible (which is interpreted as power 
to set programs, develop research, and 
be provided with funds to implement 
both). 

b. Representation from the profession at 
large to secure professional thinking 
and understanding of programs. 

In considering membership, the executive 
committee believes that: 
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1. Citizens, including members of related 
professional organizations, should have voice 
and vote in planning for nursing service and 
nursing education. 

2. Membership in the association in all 
levels should be open to all nurses regardless 
of race. 

3. Provision should be made for active 
membership of individuals, agencies, and 
schools. 

It is further believed that: 

1. The organization plan should assure 
adequate representation of special areas of 
interest in national, state, and local policy- 
making bodies. 

2. The plan for local organization should 
provide for strengthening responsibility for 
areas of nursing service as well as for the 
welfare of its members. 

The Committee also believes that within 
the organization framework provision should 
be made for the professional group to qualify 
for International Council of Nurses member- 
ship. 


STATEMENT OF NOPHN 

Members of the executive committee of the 
National Organization for Public Health 
Nursing board of directors agree that the 
structure suggested in “A Plan for One Na- 
tional Nursing Organization” provides a 
sound basis for further discussion and plan- 
ning. They are in accord that the dual task of 
organized nursing, as stated in the plan, is 
“promoting and protecting the interests of 
the members of the nursing profession” and 
“providing better nursing service to the people 
of the United States.” 

They are firmly convinced through ex- 
perience that citizen support and active 
participation are the strongest means through 
which such nursing service can best be pro- 
moted. Because of this conviction the follow- 
ing principles are affirmed as guides for the 
evaluation of any plan proposed for structural 
reorganization. While these principles are in 
relation to public health nursing service and 
education for it, the executive committee be- 
lieve the principles apply equally to all of 
nursing. They believe these principles, if 
carried into practice, would strengthen the 
development of good nursing service through- 
out the country which will promote better 
public understanding of nurses’ problems and 
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the service they render and, consequently, 
provide greater protection of the welfare of 
nurses. 

They recognize that compromises and ad- 
justments are necessary to reach agreement 
on any plan of structural reorganization. 
However, they are so convinced of the im- 
portance of the principles enumerated below, 
that they cannot endorse any plan for re- 
organization which would involve compromise 
to the extent of violating these principles: 

1. That a satisfactory organization for the 
advancement of nursing should include nurse 
and citizen participation with equal rights as 
members. 

2. That provision should be made for the 
membership of agencies engaged in nursing 
service and nursing education. 

3. That public health nursing, as one of 
the specialties, should have sufficient autono- 
my to define for its own field standards for 
service and qualifications for practitioners, 
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and the responsibility for interpreting and 
effectuating its program. 

The NOPHN executive committee also 
believe in international participation in order 
to improve nursing service throughout the 
whole world. If the constitution and bylaws 
of the International Council of Nurses will not 
permit full citizen participation in any of its 
constituent organizations and if the principles 
above cannot be put into practice in one 
organization, the NOPHN executive commit- 
tee recommend that another plan should be 
prepared by the Committee on the Structure 
of National Nursing Organizations providing 
for two organizations, one of which will be 
composed of professional nurses only and 
provide for membership in the International 
Council of Nurses; the other of which will 
provide for citizen and agency membership 
and for the full development of nursing edu- 
cation and service. Such a plan would be the 
first step toward eventual unification. 


ADVISORY NURSING COMMITTEE FOR ACS 


The first meeting of the American Cancer Society’s 
Advisory Nursing Committee was held in the 
Society’s offices, 47 Beaver St., New York City, on 
April 30, with the full committee in attendance. 

Katherine R. Nelson, Teachers College, Columbia 
University, was elected committee chairman and 
Marjorie E. Schlotterbeck, nursing consultant, Ameri- 
can Cancer Society, secretary. 

Douglass Poteat, executive vice-president, described 
the meeting of this group as “an important step in the 
expanding program of the Society.” He stressed the 
significant part played by the nurse in cancer control 
by pointing to the relation of the nurse with the 
patients undergoing new, radical treatments for 
cancer. He emphasized the part played by the 
public health nurse who is often the first person 
to bring the patient who may have cancer to his 
doctor; “and,” he concluded, “the nurse has a 
unique opportunity to advance the Society’s edu- 
cation program by telling the facts she knows 
about cancer.” 

Second speaker was Dr. Charles S. Cameron, 
medical and scientific director of the Society, who 
explained that the committee would function under 
the medical and scientific division of the Society 
and would report to the education committee of the 
Board of Directors. 

Mrs. Harold V. Milligan, national commander of 
the Society’s Field Army of more than one million 
volunteer workers, expressed her confidence that the 


Field Army will do a better job in cancer control 
wherever it has the help of nurses from the national, 
state and local levels. 

The committee agreed, in the afternoon meeting, 
that its purposes were (1) to help in the develop- 
ment and use of materials being prepared for nurses 
and (2) to help develop new program ideas as they 
are suggested by needs in the field. 

In accordance with the first purpose, an editorial 
committee to advise on the content of a new 
“Manual on Cancer Nursing” was appointed. Mem- 
bers are Irene Carn, Hedwig Cohen, and Caroline 
Keller. A film committee was formed to advise 
on the production of a series of three 15-minute 
teaching films on cancer nursing. 

At the conclusion of the meeting, Miss Schlot- 
terbeck described a new exhibit for nurses, nearly 
completed, which emphasizes the nurse’s responsibili- 
ty in cancer control and the importance of early 
detection. This is done by using transparencies to 
show in connection with each of the seven cancer 
danger signals, the cure rate of early lesions as 
against late lesions. Miss Schlotterbeck also re- 
ported that statistical pamphlets on cancer are 
available. These are made up to show overall 
figures in comparison with those of any chosen city 
or state. 

Members of the Advisory Nursing Committee 
which will meet again in September are: Irene Carn, 
NLNE; Hedwig Cohen, NOPHN; Rosalie I. Peter- 
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son, National Cancer Institute, USPHS; Ann Ferris, 
ANA; Montrose Williams, NACGN; Ruth Ann 
Smith, AAIN; Franziska Glienke, VNA of Syracuse, 
N. Y.; Caroline Keller, Memorial Hospital, New 
York City; Ethel Chandler, Roswell Park Memorial 
Hospital, Buffalo, N. Y.; and Katherine R. Nelson, 
Teachers College, Columbia University. 


INDUSTRIAL HEALTH CONFERENCE AT 
BOSTON 

Five national organizations, representing profes- 
sional personnel in the industrial health field, met 
for joint conferences in Boston, from March 28 to 
April 4. These organizations were the American 
Industrial Hygiene Association, American Associa- 
tion of Industrial Nurses, American Associa- 
tion of Industrial Physicians and Surgeons, Ameri- 
can Association of Industrial Dentists, and the 
American Conference of Governmental Industrial 
Hygienists. 

As most of the papers read at the various sessions 
will appear in professional journals, no attempt is 
made to give a resumé of their subject matter. 
However, some general impressions of the conferences 
may have interpretative value in the reading of 
the articles, and it is recommended that nurses 
interested in worker health problems watch for these 
publications. 

Teamwork in the health maintenance program 
at the level of direct service has long been practiced. 
The interdependence of the professional personnel in 
related fields of occupational health stands out even 
more clearly when representatives of each specialty 
gather on a nationwide basis. The program planned 
by the industrial hygienists included a discussion of 
brucellosis by a physician; physicians listened to a 
symposium on the physiological and pathological 
effect of heat exposure; nurses and physicians de- 
voted an entire morning to an industrial health 
forum, the discussion leader of which was the dean 
of a college school of nursing interested in the 
professional preparations of the nurse for this special 
field. 

The term “health physicist” was heard for the 
first time in connection with the discussion of the 
use of radioactive materials. Whether or not another 
“specialist” is aborning, it is too early to predict. 
Obviously, there was much interest in the health 
problems associated with the use of radioactive 
materials as it was anticipated that those materials 
would be made increasingly available to private 
industry. 

Members of the American Association of Industrial 
Nurses made up one of the largest of the national 


groups of the conference. Nurses from California 
to Maine attended and it was common experience 
to find luncheon and dinner reservations closed be- 
cause the registration exceeded the capacity of the 
largest dining rooms available. 

Particularly significant to nurses was the pres- 
entation of the proposed structure of a national 
nursing organization, the discussion of the need for 
an industrial nursing section in the present American 
Nurses’ Association, and the expression of a will to 
maintain a united front in all nursing activities, 
Significant too, was the fact that representatives from 
10 colleges and universities attended the educational 
committee meetings to consider the professional 
preparation of nurses for effective service in the 
worker health field. 

Members of the New England Industrial Nurses’ 
Association were gracious hostesses at a luncheon 
meeting and in daily personal contact. Insurance 
companies extended traditional Bostonian hospitali- 
ty to nurses in teas and visits to their clinics. Boston, 
with its historic background, its interesting eating 
places, delightful shops, and salt from the sea 
flavoring the conversation, enveloped the entire con- 
ference with a heart-warming sense of having re- 
turned to something fundamental. It was good to 
be taken to professional mountain tops for a broad 
view of the problems confronting personnel in em- 
ployee health and welfare. It was supremely good 
to stand in the Old North Church and feel a oneness 
with an enduring purpose directed toward a better 
way of life. 

Hewe HEnrikseEn, RN. 


1948 NURSING SURVEY BY ANA 


More than 30,000 registered professional nurses 
all over the country will be receiving questionnaires 
in June from ANA’s New York headquarters as the 
first step in the 1948 survey of nursing in the United 
States. Every nurse who receives a questionnaire is 
urged to fill it out in full and return it to the ANA 
as soon as possible, since reliable, up-to-date statis- 
tical information on the state of nursing today can 
only be provided by a good response. 

Every tenth nurse registered in the United States 
and the territories was selected to participate in the 
survey. This method was used to insure a truly 
representative sample on the largest possible scale. 
The questionnaire asks the age, education, marital 
status, present field of nursing, and state in which 
employed, plus the field of nursing and state in 
which employed a year ago. The primary purpose 
of the survey is to determine the present distribution 
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of nurses, but it will also enable the ANA to make 
an accurate estimate of how many nurses have 
retired from the profession, how many have changed 
fields, and how many registered professional nurses 
are practicing today. 


ANA PUBLIC RELATIONS WORKSHOP 


The ANA Public Relations Workshop, featuring 
the latest technics of audio-visual education, has 
been completed and is now being made ready for 
showing to nurses’ associations throughout the 
country. The project is a five-hour sound-slide film 
program designed to provide ANA members with 
the most effective methods of conducting public 
relations activities on local levels. 

The Workshop consists of 20 sides of 16-inch 
recordings containing talks on important aspects of 
public relations, illustrated with 315 synchronized 
slide film pictures. Following a brief introduction 
in which Ella Best, ANA executive secretary, and 
others speak, there are seven talks ranging from 15 


From Far 


@ The National Foundation for Infantile Paralysis 
will celebrate its Tenth Anniversary by sponsoring 
the First International Poliomyelitis Conference. 
Some of the world’s most noted medical and 
scientific authorities will meet in New York at the 
Waldorf-Astoria Hotel, July 12-17, to pool their 
information on infantile paralysis. More than sixty 
nations have been invited through the State Depart- 
ment to send official representatives. This con- 
ference will bring together for the first time the 
world’s outstanding authorities on poliomyelitis and 
will establish a means of expediting distribution of 
vital knowledge on a worldwide basis. 

The program will include scientific and technical 
papers on research in and treatment of poliomyelitis, 
panel discussions, a scientific exhibit section, film 
program, and demonstrations of care of poliomyelitis 
patients. Dr. Hart E. Van Riper, medical director 
of the National Foundation for Infantile Paralysis, 
who is general chairman for the conference, said 
that the Foundation is sponsoring the conference to 
coordinate and evaluate the last decade of progress 
that medical science has made in the study of the 
disease 


Nurses who are particularly interested in the care 
of patients with poliomyelitis and who wish to 
attend the conference or to visit the exhibits should 
register in advance with the First International 
Poliomyelitis Conference, Room 571, Waldorf- 
Astoria Hotel, New York 22, New York. 


© The nursing conference of the annual meeting 
of the National Tuberculosis Association will be held 


to 45 minutes: Meet the Press; Radio; Movies; 
Get It on Paper; The Spoken Word; Increase 
Your Visibility; and Your Community Blueprint. 


BELLEVUE CELEBRATES DIAMOND 
JUBILEE 


It is now 75 years since the founding of the Belle- 
vue School of Nursing, first American nursing school 
to be established on the “Nightingale Plan.” 

It is of particular interest that of the two fields 
of graduate nursing in which this school has pioneered, 
one was “district nursing,’ now better known as 
public health nursing. 

In February 1877 Frances H. Root, a member of 
the second graduating class of Bellevue, “decided to 
devote herself to nursing the sick poor in their own 
homes under the auspices of the City Mission.” An 
account of this endeavor, which ultimately spread to 
all parts of the country, appeared in the fifth annual 
report of the school. 


and Near 


on June 14, from 2-5 p.m., at the Hotel Pennsylvania, 
New York City. The theme will be “Tuberculosis 
Nursing—Ways to Enhance the Value of Service.” 
Talks will cover many aspects,—planning tuber- 
culosis nursing services on a statewide basis, patient 
participation in hospital administration, referral 
plans for continuity of nursing service for the 
tuberculous; and efficiency of gauze masks as pro- 
tection against inhalation of tubercle bacilli. Among 
the speakers will be Alta E. Dines, Marion Douglas, 
Louise L. Cady, Grace Redmond, and Jeannette 
Vroom. 


@ The Delta Gamma Fraternity has a $1,000 annual 
fund, from which smaller scholarship awards are 
available for preparation of those intending to 
become orthoptic technicians, teachers of partially 
seeing children, or specialists for blind preschool 
children. Applicants with basic preparation in 
public health nursing, social work or nursery ed'1- 
cation are eligible for a scholarship for work with 
the preschool blind, and should write to Mrs. 
Richard P. Miller, 39 West Jefferson Road, Pittsford, 
New York. 


@ “Principles and Methods of Teaching in Schools 
of Nursing,” a University of California Extension 
18-meeting summer class, will open in Los Angeles 
June 22. Methods used and criteria for evaluation of 
formal and informal instruction will be stressed. 
For information and advance registration write 
UCLA Extension, 813 S. Hill Street, Los Angeles. 
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